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OPEN WARD MANAGEMENT OF ACUTE PATIENTS IN A 
MULTI-STORY BUILDING 


BY EMANUEL HACKEN, M.D., AND ROBERT C. HUNT, M.D. 


This is a report of experience with an “open ward” regime in 
a setting which presents the two seemingly difficult problems of 
some patients who are too ill to be allowed to leave the ward, 
and the location of wards high up in a tall building. New recruits 
to the general philosophy of the open hospital often raise anxious 
questions about how one can manage actively psychotic patients 
on an open ward, how one deals with agitation, suicidal tendencies, 
panic states, and so on. The multi-story building, requiring the 
use of elevators for practicable access to the outside, is a pecul- 
iarly American structure, with problems of its own which were not 
encountered by the British pioneers in the open hospital system. 

At Hudson River State Hospital, Poughkeepsie, N. Y., two so- 
matic treatment wards, one male and one female, are located on 
the sixth floor of an eight-story medical-surgical building. Each 
ward accommodates 40 patients, most of whom are acutely ill re- 
cent admissions. The majority are undergoing ECT or insulin coma 
treatment. In addition, there is an active program of psychother- 
apy, occupational therapy and recreational activities. The wards 
are intensive treatment units with a fairly generous staffing pat- 
tern, so that each ward usually has five nurses and attendants on 
duty in the daytime. 

Because of their character and mission these wards always have 
some patients who are depressed, agitated, overactive or cata- 
leptic, as well as patients who are under insulin treatment with the 
danger of delayed shock. Obviously, therefore, some patients on 
the ward must be under constant supervision, and not all can be 
permitted to leave the ward unaccompanied by personnel. Early 
in 1957, the hospital started to try out the open ward principle; 
and, by December, 30 per cent of the patients were on open wards. 
One of the authors (E.H.), the physician in charge of the somatic 
units, was impressed with what he had seen on other-services and 
was interested in giving his patients the benefit of the open ward 
regime. However, he recognized the special technical difficulties 
inherent in his type of patients and in the location of his wards. 
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With permission of the hospital administration, the physician 
in charge first held many discussions with ward personnel about 
the implications for safety, supervision, nursing and housekeeping, 
and the measures which should be taken to meet possible diffieul- 
ties. As these discussions went on, it became obvious that there 
would have to be selection of patients who would be permitted 
freedom to leave a ward on any given day. The basic decision had 
to be made as to how to present and carry out this selection. There 
seemed to be two ways of presenting this. The patients could be 
told, “Nobody can go through the open door except those who are 
allowed to,” or, “Everyone can go through the open door except 
those who should not because of medical reasons.” It was decided 
to use the latter approach, and the patients of each ward were 
called together and told what was planned and what would be ex- 
pected of them. It was explained that the ward was going to be 
unlocked, that all patients on the ward would have honor cards, 
that all would be expected to make use of the privileges of the 
grounds when the patients’ conditions permitted, but that some 
patients on some days would need to remain under closer medical 
and nursing care. Most of the patients understood and accepted 
this readily. The insulin patients especially made no protest about 
remaining on the ward on treatment days. 

Every patient, regardless of his condition, is asked to sign his 
honor card as soon as he is admitted to the service. All honor 
cards are kept in wall racks in the nurses’ offices. Each pocket 
on a rack is tabbed with a patient’s name, using a white tab for 
a patient permitted to go out and a red tab for one required to 
stay in. A patient picks up his card from the nurse’s office before 
leaving the ward, and replaces the card on his return. The nurse 
can tell at a glance how many patients have left a ward and whether 
any card has been removed without permission. The doors from 
the wards to the staircase have remained locked, but the doors 
into the corridor to the elevators are open during the daytime. The 
elevators are manned by hospital personnel during “business 
hours,” and the open ward patients are expected to show their 
honor cards to the elevator operator. 

In addition to unlocking the ward doors, other ward procedures 
were liberalized. The clothing rooms were opened to give the pa- 
tients free access to their belongings at all times. Scheduled ward 
bathing days were abolished, and all patients were encouraged to 
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take showers daily at their own convenience. Mixed dining has 
been encouraged, some of the men patients taking their meals in 
the women’s dining room and vice versa. The patients, to a large 
extent, make their own arrangements for going to the barber or 
to the beauty shop, and patients also keep their own appointments 
for psychotherapy without having to be conducted by an attendant. 


The two wards were opened on December 2, 1957. Within four 
months, the open ward system had become accepted as routine, 
the favorable results were being taken for granted, and the early 
fears had largely disappeared. Patients who were already in good 
contact took advantage of their new privileges and expressed their 
appreciation to physicians and employees. Patients who were not 
permitted to go out sometimes complained about this but there had 
not been a single instance of such a patient attempting to take 
his card to leave the ward without permission. The insulin patients 
readily accepted the explanation as to why they must remain under 
nursing supervision, and they rarely protested against this re- 
striction. Only two patients refused to sign their honor cards, both 
for paranoid reasons. The most impressive changes were seen in 
patients who had been seclusive, withdrawn or apprehensive. Ex- 
amples of these are summarized in the following. 


When the wards were first opened, the personnel were appre- 
hensive and exhibited stagefright. They were greatly relieved at 
the end of the first day when the count showed all patients back 
on the ward. In the early days the employees were also oversen- 
sitive to minor violations and to tardiness in returning, although 
no particular issue was made of a patient being a few minutes 
late. Within two weeks, most of the tension and apprehension—as 
well as the feelings of thrilled enthusiasm—subsided into a con- 
fident acceptance of the new regime. 

The following case reports are examples of rather sudden and 
spectacular changes for the better, these changes apparently being 
related directly to the open ward regime. 


Anthony C. 

Anthony C. was admitted in October 1956 with a diagnosis of dementia 
praecox, paranoid type. He had electric shock treatment, then a course of 
50 insulin coma treatments with little change. He was then kept on tran- 
quilizing medication for over a year without noticeable result. He made two 
attempts to escape while in charge of attendants on the grounds and at 
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church. On the ward he was restless, constantly trying doors, demanding 
his release, complaining of having been railroaded, kidnaped and robbed. 

When the ward was opened, his attitude changed almost immediately. 
He became friendly toward employees, cheerful, sociable and co-operative 
with routines. He was one of the most scrupulous patients about returning 
to the ward on time. He continued to be rather flat emotionally and lack- 
ing in insight but no longer expressed his bizarre delusional ideas and left 
the hospital on convalescent status December 22, 1957. He had had up to 
300 mg. daily of thorazine, and went on convalescent care with a mainten- 
ance dosage of 200 mg. a day. 


Peggy V. 

Peggy V. was admitted May 13, 1957, with a diagnosis of dementia prae- 
cox, mixed type. She was extremely apprehensive, at times depressed, de- 
lusional, hallucinated, with obsessive thoughts and phobias. After a full 
course of electric shock treatment and a full course of combined insulin 
coma and electric shock there was improvement for a short time and then 
a relapse into her former condition. Tranquilizing medication of up to 300 
mg. of thorazine a day had no effect, and she could not be approached in 
psychotherapy. 

After the ward was opened she began to show more interest in her sur- 
roundings but at first was afraid to leave the ward and go on the grounds. 
She did ask permission to go to the O.T. center in the building. There she 
showed great skill, seemed to be encouraged by this success, and soon began 
to take advantage of the open ward privileges. Her mood changed and she 
became cheerful and friendly and much more responsive to psychotherapy. 
She was placed on convalescent care January 11, 1958. 


Jane F. 

Jane F.. was admitted to the hospital in July 1957, diagnosed dementia 
praecox, catatonic type. She showed a flat affect and silliness, expressed 
ideas of reference, was idle and withdrawn. A full course of 50 insulin coma 
treatments produced little change and tranquilizing medication (thorazine, 
25 mg., t.id., then 50 mg., t.id.) combined with ritalin also failed to show 
any results. 

From the day she was given open ward privileges, she began to show 
more interest in her surroundings, spent much time outside, and, on the 
ward, was seen to be mingling with other patients and playing games with 
them. She took more interest in group psychotherapy and developed some 
insight. She left the hospital on convalescent care January 15, 1958. 


Violet T. 


Violet T., admitted July 18, 1957, was diagnosed dementia praecox, 
simple type. After a course of 20 electric shock treatments, she became less 
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depressed but continued to be idle, seclusive and non-spontaneous. She had 
thorazine, 50 mg., t.i.d.; then compazine, 10 mg., t.i.d., and ritalin, 10 mg., 
b.i.d. When the ward was opened she began to show more interest and spent 
most of the time on the grounds in social contact with other patients. She 
was placed on convalescent care January 30, 1958. She was put on a main- 
tenance dosage of compazine, 10 mg., t.i.d. 


Deborah M. 

This girl of 21 was admitted on a voluntary application December 30, 
1956, with a diagnosis of dementia praecox, paranoid type. She was de- 
pressed and hallucinated, and expressed paranoid delusions and ideas of 
reference. She was given tranquilizing medication (serpasil) without notice- 
able results and then had a full course of 50 insulin coma treatments with- 
out response. She was placed on thorazine: first, 50 mg., b.i.d.; finally, 100 
mg., t.i.d. She continued to be very depressed and seclusive, spending most 
of her time in the water section, saying that she could not remain with 
the other patients as they were all talking about her. 

When the ward was opened, the patient immediately began to show more 
interest in her surroundings. On the day after the opening, she went to 
the physician asking advice as to what she should do, saying that she was 
most anxious to go out but could not go with another female patient, as 
required by the rules, because the other patients were talking about her. 
She was told that the decision was up to her and that the physicians could 
not make the other patients stop talking about her. The next day she asked 
permission to go to the occupational therapy shop to see how the trips 
worked out. She went that day, and on the following day was seen on 
the grounds with other patients. Since then she has gone out regularly and 
has attended all amusements and other activities. At the time of this writing, 
she still had auditory hallucinations but did not react to them as she had 
before. She was permitted home visits on week-ends.’ 


Betty K. 


Betty K., aged 22, was admitted November 22, 1957; she had had four 
previous admissions since May 1956. She was diagnosed dementia praecox, 
catatonic type. In the hospital, she was disturbed and resistive, and spent 
most of the time in restraint. The moment she was taken out of restraint 
to go to the toilet she would begin to fight with the attendants, grabbing 
the keys and running to the door. She had 15 electric shock treatments 
without result. When the locked ward on which she was staying had to 
be evacuated in an organizational change, the patient was brought to the 
somatic treatment ward, which had been an open ward for two months. 
She arrived on a stretcher and was placed in restraint immediately. When 
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she was seen by the physician she was very apprehensive and almost in a 
panic. 

Betty was told that she could not be kept in restraint on this ward, and 
that she would not have to fight for the keys, because it was an open ward 
with the doors unlocked. The next day she was seen in the day room, 
neatly dressed and reading a magazine. A day later, she was playing ping 
pong with other patients. She was discontinued from electric shock treat- 
ment, and her condition continued to improve. In a few days she politely 
asked for an honor card and accepted calmly the decision to wait a few 
more days in view of her history. A few days later, she was given her honor 
eard and she never abused it. She became one of the most co-operative 
patients on the ward; she repeatedly apologized for her past behavior, and 
co-operated readily in psychotherapy. She had been on thorazine, then 
sparine, when on the locked ward; later on compazine, then on compazine 
and pacatal. She went on convalescent care on May 25, 1958 on a main- 
tenance dose of compazine, 30 mg., b.i.d., and pacatal, 50 mg., b.i.d. 

There have, of course, been some problems in connection with 
the open ward regime. Four patients have left the grounds with- 
out permission. One 18-year-old youth was invariably up to an 
hour late in returning to the ward despite repeated admonitions, 
and he escaped from the grounds three times. He was regarded as 
a definite failure and was transferred to a closed ward. Another 
male patient escaped, and, on his return, said that he had been 
extremely afraid of electric shock treatment. He was immediately 
shifted to insulin treatment, improved in his behavior and made no 
further attempts to escape. Another male patient, who was mark- 
edly improved, escaped, and, on his return, stated that his wife 
had not visited him since his admission and he feared (with rea- 
son) that she had no interest in getting him out. He accepted a 
recommendation for family care, continued to enjoy his privileges 
without abusing them and was placed on family care February 25, 
1958. 

The one female patient who escaped was a very regressed. schizo- 
phrenic who had shown no improvement after electric shock and 
insulin coma therapy. She was idle, seclusive, untidy and at times 
incontinent. Immediately after the ward was opened, she showed 
more interest, and began to help with ward work. Upon her return, 
the same day that she escaped, she gave what was for her a reason- 
able explanation. She had simply gone to her home in Poughkeep- 
sie to get a cup of coffee, because the previous day she had spent 
all her money in the cafeteria, treating the other patients. Since 


that time she has enjoyed open ward privileges without further 
violations. 
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It is noteworthy that only one patient who was not permitted 
to leave the wards made a real attempt to do so. Those who wander 
confusedly down the hall toward the door invariably return with- 
out protest when asked to. Since most of the patients have ground 
privileges and spend much of the day off the wards, the few re- 
maining on the wards can be given much more attention and super- 
vision by the ward personnel. The personnel are able to keep the 
few remaining patients busy with occupational therapy and other 
activities. 

There have been some minor complaints from the personnel 
about housekeeping. The men’s clothing room does not look as tidy 
as it did before, and occasionally some articles are missing. On 
both wards, some patients are so anxious to go out that they neg- 
lect to straighten out their beds and need to be reminded. Further- 
more because of the frequent coming and going of patients, it is 
not possible to keep the floor as clean as it was previously. 


CoMMENT 

The experience in this particular setting has confirmed the find- 
ings in other parts of the hospital and in other hospitals that the 
open ward system brings about profound changes in the patients’ 
behavior, attitudes and relationships with the therapeutic person- 
nel. This experience also confirms the usual finding that patients 
with the most serious psychotic disturbances show the most dra- 
matic, favorable responses to the open ward. 

It should be emphasized that the patients dealt with in this re- 
port were not back-ward, neglected, custodial cases. They were 
rather a selected group of acutely ill patients treated under almost 
optimum closed ward conditions. Some psychiatrists have ex- 
pressed the fear that the current enthusiasm over the open door 
policy may minimize the importance of treatment and may weaken 
the position of those who plead for more personnel and better 
treatment facilities. The writers do not for a moment believe that 
the open door system alters the primary psychotic process. It is 
their conviction that the open door is not, and must not be thought 
of as, a substitute for good treatment of the disease. By the same 
token, however, the authors are equally convinced that treatment 
alone, no matter how adequate, will fail with some patients, simply 
because it is given in a setting which is anti-therapeutic. We are 
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just beginning to realize how powerfully anti-therapeutic the locked 
door can be, in even the best of treatment situations. 

Questions might well be raised as to how genuinely open is a 
ward that opens only onto a hallway and from which a patient 
can get out only by showing his card to the elevator operator. 
From the patient’s viewpoint, however, this is not seen as a serious 
limitation, and the patients quite genuinely feel, and respond to, 
a radically different feeling tone than existed before the wards 
were opened. 

The particular techniques adopted for dealing with the acutely 
ill patients in a tall building are reported as one method which 
has bee 1 successful; but doubtless there will be other and better 
methods devised for coping with these technical difficulties. 


SuMMARY 

1. An open ward regime was established with acutely ill, recent 
admissions undergoing intensive psychotherapy and somatic treat- 
ment on two wards on the sixth floor of a tall building. 

2. All patients on these wards are given honor cards. There is 
a system of identifying those who are not permitted to go out. 

3. Access to the outside is by manned elevators, with patients 
expected to show their honor cards to the elevator operators. 

4. The ward personnel concentrate personal supervision and at- 
tention on the small number of patients not allowed to go out. 

5. The results, in general, have been very gratifying, and in 
some cases spectacular, with sudden improvement in patients who 
had previously had all types of intensive treatment without results. 

6. The open ward system is not considered a substitute for treat- 
ment, but is considered a vital facilitator of successful treatment. 


Hudson River State Hospital 
Poughkeepsie, N. Y. 








DESTRUCTIVE BEHAVIOR ON HOSPITAL WARDS* 


BY WILLIAM F. FRY, JR., M.D. 


INTRODUCTION 


One of the many problems handicapping modern psychiatry is 
a widespread concern among laymen about the “violence of the in- 
sane.” A persistent twentieth century inheritance is the primitive 
expectation that the “lunatic” will destroy, rape and murder—with 
irrational and terrible determination. “Maniacal,” “Fiendish,” 
“Crazed,” “Berserk,” and other descriptive words have derived 
their common usage from this fear of the psychotic individual. 
Despite scientific knowledge and public education programs, many 
modern citizens still react with this primitive fear. 

In 1794, Pinel performed his famous task of underlining the 
humanity of the psychiatric patient. His memory has as yet not 
lived down this act. That he removed the restraints and chains 
of “lunaties” is still considered an act of daring, and perhaps fool- 
ish, fearlessness. This courageous task, in part because of its 
audacity, continues to overshadow his many important contri- 
butions to science. Although the thought is painful, it is quite 
possible that Pinel would meet today the same popular resistance 
that he did almost 200 years ago, were he to set out to free psy- 
chiatric patients in present-day mental hospitals throughout the 
nation from the various modern types of “chains.” 

One manifestation of this fear is the apprehensive anticipation 
of riots and other destructive individual and/or group acts by 
the inmates of “lunatic asylums.” In the author’s home community 
a project directed at relocating a Veterans Administration psy- 
chiatric hospital stimulated much controversy. The dominant emo- 
tion was fear, and one of the stories whispered about concerned 
the whistle blown four times each day at the original hospital— 
to designate the beginning of the working day, the noon hour, the 
end of the lunch period and the end of the working day. Rumor 
had it that these whistles served as warnings to the hospital staff 
and the neighboring community that a dangerous and perhaps 
rapacious madman had escaped his bonds. Surprisingly few towns- 
people choked on the improbability that a properly qualified mad- 

*From the Department of Ethnology, Veterans Administration Hospital, Palo Alto, 


California, and the Department of Anthropology, Stanford University. This study was 
made during the process of research financed by the Josiah Macy, Jr. Foundation. 
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man would escape four times each day, promptly at 8:00 am., 
noon, 12:30, and 4:30 p.m.—the same moments each day, week 
after week. And this in the presence of fences, gates, bars and 
sereens, guards ete., ete. ! 

The general attitude toward psychosis is particularly difficult 
to understand at the present time, in view of recently developed 
insights that should preclude such primitive usages. In times 
gone by, the psychotic was regarded as possessed by a devil— an 
evil thing—dangerous and damned. Later the germ theory made 
him into a contaminated, infectious creative, an object of horror 
and rejection. Still later, undiluted genetics portrayed the psy- 
chotic person as a hopelessly inferior product, different in basic 
composition from other, “normal” persons. 

The psychiatric patient is now recognized as suffering from an 
illness, a noncontagious, noncontaminating disease. It is under- 
stood that he is an unfortunate who has become swept up in an 
emotional and mental state that could, under the proper circum- 
stances, come to any of us. Schizophrenia has become the Schizo- 
phrenic Reactions. However, despite these advances in knowledge 
and thinking, the psychotic (even in many professional circles) is 
still rejected; he is still expected by many to riot, run rampage, 
create havoc wherever given the freedom of his movements. 


BackGROUND 

It could be argued that people suffering with psychotic reactions 
do, in fact, commit acts of destruction and aggression, apparently 
without rational explanation. It could further be claimed that the 
incidence of this type of behavior is greater in a psychotic popula- 
tion than in a “normal” population (although the statistics on this 
claim are by no means uncontroversial). However, recent studies 
done in several widely separated localities have begun to reveal 
the rationality of the “apparently irrational.” In terms of the re- 
lationships existing between the psychotic and his environment, 
much that was previously cbscure or completely denied has been 
made explicit. In light of this new material, it has become incon- 
testable that the psychotic, considering that with which he has to 
contend, exercises a very high level of control over his behavior 
(perhaps abnormally high). This information presents a picture 
of psychosis very different from the legendary picture of the wild- 
eyed maniac. 
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Studies of interpersonal relationships of psychotic hospitalized 
patients have been reported from several psychiatric centers—for 
example, Chestnut Lodge Sanitarium*’ and Boston Psychopathic 
Hospital** in this country. Maxwell Jones,’*™ Main,’? Hurst,” 
and Rees** have been active in these studies in Great Britain. The 
Warlingham Park Hospital is well known throughout the world, 
an institution where the patients are given responsibility commen- 
surate with their capabilities, not their potential destructiveness. 

Since the fourteenth century, Gheel in Belgium has been run 
as a town for the mentally ill, where patients can carry on lives 
that more closely approximate a normal existence than does hos- 
pital life—unfettered by restraints and locks and bars. 

An extensive research study of the operation of a therapeutic 
community on the admission ward of a United States Navy hos- 
pital has been reported by Wilmer.**** The study emphasizes the 
complexities and subtleties of the emotional experiences of the 
patients who were treated on that ward—the greater number of 
whom were suffering with various psychotic illnesses. 

And there are several other scientific studies in existence that 
are based on the premise that psychosis is an illness, rather than 
a form of beastliness. 


* * * 


Stanton, Schwartz and their colleagues’® have reported the re- 
sults of investigation at Chestnut Lodge of intrapersonal and in- 
terpersonal episodes on a hospital ward for psychotic patients— 
episodes of generalized destructive behavior, individual disturb- 
ance, low morale, regressive withdrawal, anxiety attacks, suicide 
attempts, ete. The reported material implies that much of the so- 
called “lunatic” behavior of hospitalized psychotic patients is de- 
termined by the behavior of the individuals responsible for care 
of the patients—the psychiatric staff. Specific types of staff be- 
havior are identified as being centrally implicated in specific pa- 
tient disturbances. Of particular interest in the context of the 
present article, is the finding that destructive behavior by one or 
more ward patients is frequently triggered by a particular pattern 
of interaction of staff personne]. (This finding will be discussed 
more extensively later in this article.) It is emphasized through- 
out the Stanton-Schwartz material that psychotic patients, rather 
than being isolated individuals out of reach of all human contact 
and reacting in their private inexplicable way, are indeed very 
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sensitive people, and are profoundly influenced by the interper- 
sonal climate in which they find themselves. 

Boyd, Kegeles, Greenblatt and their associates, in several arti- 
cles from Boston Psychopathic Hospital*® have presented the re- 
sults of a study, conducted at that institution, which points out 
the importance of the ward structure from an interpersonal stand- 
point in influencing individual and group behavior. The impor- 
tance of staff attitudes and emotions is again emphasized. In one 
of these papers,® a gang “riot” on one of the psychiatric wards 
is described. The discussion section of this particular paper opens 
with the statement, “Outbreaks of violence on psychiatric wards 
are very familiar.” The statement certainly may be a conven- 
tional one; however, the article goes on to discuss the staff in- 
volvement in the genesis of this supposedly spontaneous “insane” 
riot. “Our study points up the stress which arises when mental 
hospital personnel have underlying resentment against any one 
group of cases. ... Perhaps most important of all would be a better 
understanding at the policy level...” There is agreement in the 
basic viewpoints of this group and the Chestnut Lodge group. 

Centers in England and Belgium have reported considerable 
success in utilizing concepts relating to the interpersonal relations 
of the psychiatric patient in the treatment and care of psychotic 
patients. For example, Maxwell Jones" commented in a recent 
communication on the increasing evidence for the importance of 
considering staff problems in any patient disturbance. “We are 
patently at one with them [the patients] in constantly needing 
treatment.” He describes the therapy structure at his hospital, 
Belmont Hospital, as involving, in a vital way, staff participation 
at all levels. 

The research material presented and interpreted by Wilmer 
further confirms the opinions of the investigators already men- 
tioned. He writes, for example," of the common problem of seda- 
tion, “often sleeping pills are given to anxious patients because we 
doctors and nurses cannot tolerate our own anxiety.” Of seclusion 
rooms, he found that they “fostered regression and withdrawal, 
accentuated the fear of social contact, increased the sense of stig- 
matization as insane.” 

In summary, there is general agreement in all of these studies 
with regard to psychotic “irrationality.” Maniacal violence, de- 
structive behavior of various sorts, and fluctuations of symptom- 
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atology are exposed to new understanding by virtue of the infor- 
mation that so many of these undesirable manifestations are dy- 
namically influenced by interpersonal conflict and unconscious en- 
couragement on the part of members of the “well population”— 
staff or family. The extreme sensitivity, the intricate and delicate 
nature of the interpersonal relationships of psychotic patients, is 
emphasized, directly or by implication, in all of these reports. 


CuricaL Data 

In the present paper, the author presents certain observations of 
behavior and interpersonal relationships in a predominantly psy- 
chotic patient population. The experiences presented are chosen 
as confirmatory of the general findings and conclusions discussed. 
The staff interrelationships that are pertinent to the presenta- 
tion will also be considered in some detail. Further, this material 
will be used as a source of data for the theoretical discussion which 
follows its detailed presentation. 


Specifically, the experiences to be considered are two so-called 
“riots,” or episodes of destructive group behavior. The first will 
be presented in detail, the second will be used briefly as contrib- 
utory evidence. These episodes cecurred on a “locked” psychiat- 
ric ward in a United States military general hospital. The ward 
was designated for the treatment, custody, and processing of male 
military personnel—mostly enlisted men and noncommissioned 
officers, suffering with acute or partially remitted psychotic re- 
actions. The patient population usually numbered between 25 and 
30 individuals. A variety of diagnoses was represented, although, 
as indicated, most of the patients had suffered recent psychotic 
reactions. Schizophrenic reactions predominated. There were also 
manic-depressive reactions, psychotic depressions, and so on. 
Strangely enough, considering the selection-factor that these pa- 
tients were servicemen, there was frequently on the ward at least 
one patient with an organic psychosis. A medical officer was as- 
signed as the chief therapist and administrator of the ward. He 
was assisted in his assignment by a complement of four nurses 
of the military service Nurses Corps and nine military corpsmen. 
This complement was generally filled. However, there was a regu- 
lar rotation of personnel and the complement consisted of differ- 
ent individuals from time to time. Of the nurses, two were usually 
experienced psychiatric nurses. One of these more experienced 
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nurses was permanently assigned to the ward, except that she 
also substituted on occasions for the nursing supervisor of the 
psychiatric section of the hospital, a duty which removed her from 
the ward environment. The other two nurses of the complement 
were usually nurses who had recently entered the military service 
following graduation from nursing-school. These novices usually 
had had excellent training, but their psychiatric experience was 
limited. 

In regard to the corpsmen, there were noncommissioned officers 
and other enlisted men, in varying proportions, assigned to fill 
the complement. These corpsmen were given responsibility on 
the ward commensurate with both their psychiatric abilities and 
experience and their military experience. Generally, approxi- 
mately one-half of the corpsmen had received special training at 
the military service Psychiatric Technicians’ School maintained 
at the hospital. The others had been prepared for their duties by 
the service’s Medical Corpsman’s School. Some corpsmen had had 
extensive military experience; others had recently completed their 
preliminary training courses and were just months from their 
entrance into military service. It should be stated that assignment 
to the hospital ward discussed here was considered “tough duty” 
and motivation for this type of work had to run rather high if a 
specific corpsman were to elect to stay on this ward, skipping the 
opportunity to rotate elsewhere. 

The ward team was rounded out by a civilian psychiatric social 
worker and a civilian psychologist. At the time covered by this 
article, the psychologist had been assigned duties that precluded 
much participation in the ward program. However, because of per- 
sonal loyalties and interests, he remained deeply interested in 
many of the ward activities. The social worker was shared with 
two other wards. She, nevertheless, played an active and impor- 
tant part in the ward therapy program. 

The ward therapy program was designed so as to be as varied 
as was practicable. Group therapy was emphasized, with three 
groups, of five to 10 members each, meeting approximately two 
times a week. “Community therapy” with the participation of 
all members of the ward population (patients and staff) consisted 
of two or three 60-minute general ward meetings a week. These 
meetings were by and large “unstructured,” with the exception of 
the time schedule involved. Individual psychotherapy was avail- 
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able in the form of interviews with the chief medical officer at a 
patients’ request. Approximately half of the ward patients took 
advantage of this opportunity each week. An additional five or 
six patients were seen in regular psychotherapy by various mem- 
bers of the professional staff of the hospital’s psychiatric unit. 
Chemotherapy consisting of tranquilizers, and/or barbiturates 
was prescribed for some patients. Electric shock therapy was pre- 
scribed for a small number—one or two patients from time to time. 
Occupational therapy and an extensive recreational therapy pro- 
gram rounded out the treatment regimen. 

Physically, the ward (let it be known as Ward “M”) was an 
individual frame building typical of the pavilion-type military hos- 
pital. The major portion of the building was taken up by a single 
large room, divided into (1) a sleeping section and (2) an eating 
section, by the projection of a nurse’s station into the middle of 
the room from one side wall. The accompanying figure pictures 
the salient features of the building. 


Ward M was characterized as a “locked” ward insofar as all 
windows and doors were barred by conventional psychiatric hos- 
pital screening. Within this broad context, the patients were rated 
for three grades of freedom—nonprivilege (remain on ward un- 
less accompanied by members of the staff), partial privilege (off 
ward by themselves during certain hours of the day), and full 
privilege (full freedom of movement except where the general hos- 
pital rules applied). Ward lights were turned off at 9 pm.; TV 
remained on until 10 p.m. Reveille was at 6:30 a.m. The ward was 
one of nine treatment wards in the psychiatric section of this 
military service hospital. (For a rich, though somewhat meta- 
phoric, description of a similar military psychiatric unit, see 
Wilmer’s paper, “Operation Breakdown.””*) 

What might be called the philosophy of the ward would best be 
described by two words—expediency and therapy. The psychiat- 
ric unit of which Ward M was a part was under a constant pres- 
sure of numbers—insofar as it was, besides being a treatment 
center, the receiving and processing center for all of the psychiatric 
casualties from the West Coast and the Pacific theaters of the par- 
ticular military service involved. It was therefore necessary to 
move patients fairly rapidly through this unit, out to their own 
custody in civilian life, back to military duty stations, or on to 
Veterans Administration hospitals. Approximately 25 new pa- 
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tients were admitted each month to Ward M. The pressure caused 
by this disposition problem occasionally necessitated a sacrifice of 
therapy to expediency. 

Typically, a patient arrived at the hospital psychiatric unit after 
a varying period, hours or days, of custody at some other military 
installation. He was admitted to the locked admission ward. Fol- 
lowing seven to 10 days on the admission ward, where diagnoses, 
treatment potentialities, and disposition probabilities were estab- 
lished, the individual patient was then assigned to other wards 
for what was considered the appropriate treatment and process- 
ing. Some of these patients were sent to Ward M. After a vary- 
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ing period, with an average of about three months, the locked ward 
patient was then ready for discharge into his own custody, or 
transfer to a Veterans Administration hospital for further psy- 
chiatric treatment. Often, as the patient’s condition improved 
under treatment on Ward M, he was transferred to an open ward 
before discharge from the military hospital. A few of these pa- 
tients were able to return to active military duty. 


The “riot” to be considered first in this article took place on a 
Monday evening in the late spring of 1955. The medical officer 
and his chief senior nurse had been assigned to the ward for some 
three months. Two of the other nurses were relative novices in 
psychiatric work, although both had been in military service for 
several years. The other nurse, though in the service for but a 
short time, had spent most of this time in psychiatric work and 
had built up a relatively extensive experience with psychiatric 
nursing. Of the nine corpsmen on the ward staff at this time, there 
were six who had been working on the ward for periods exceeding 
three months. (Two had been there over a year.) Two others were 
“rookies,” on their first duty assignments. The ninth was the 
senior corpsman, who had had extensive psychiatric training and 
experience, but who had been assigned to the ward only a few 
weeks previously. 

The patient population numbered 3l1—one more than the ward 
was designed for. The extra patient was a prisoner-patient who 
had refused to be quartered in the hospital brig, had repeatedly 
escaped the brig to come to ward M, and was given, in compromise, 
quarters in ene of the “quiet rooms.” He was not generally allowed 
on the ward proper, and he usually refused to take part in ward 
activities. His clandestine, though voluminous, communication with 
other patients was carried out by notes passed back and forth and 
hurried conversations at various doors that separated him from 
the rest. 

At the time of the “riot,” seven patients were receiving tran- 
quilizers. Three patients were “on suicidal precautions.” One had 
recently been returned to Ward M from an unauthorized absence 
of about 10 days. Another, suffering from a manic-depressive 
psychosis, who was being treated with a course of intensive psy- 
chotherapy by the Ward M medical officer, had been returned only 
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a week previously to Ward M from an open ward, in a depressed 
and irritable state. Two other patients had recently been trans- 
ferred to Ward M from open wards. One was a noncommissioned 
officer with many years of service, transferred for administrative 
reasons; the other was transferred for medical reasons. The latter 
patient was a returnee to Ward M, having become panic-stricken 
after several hours of trial on an open ward. Other patient move- 
ments that took place during the three weeks prior to the “riot” 
included: the discharge of three of the ward’s most “insane” pa- 
tients to VA hospitals; the discharge from the ward of 17 other 
patients; and the admission of 20 patients, including the four 
already mentioned. Among the hitherto unmentioned admissions, 
was a very intelligent, extremely paranoid Negro noncommissioned 
officer, who was returned to the ward after an interval of some 
four months, during which he had been discharged from the hos- 
pital to an active duty unit, had come under investigation on nar- 
coties suspicion, and had been returned to the hospital in a highly 
volatile state. This patient had taken an active part in a “riot” 
which had previously occurred on ward M, but about which the 
author has little direct information. 

There were certain events that took place during the four weeks 
preceding the “riot” which, in retrospect, seem probably to have 
particular significance for this study. Several of these will be pre- 
sented at this point. Others are more appropriate for consider- 
ation in the discussion section of this article. 

A series of conflicts between individual patients started approx- 
imately three and one-half weeks before the “riot” took place. 
These fights were, at first, scattered and “appropriate” (in that 
they involved the more disturbed or overtly aggressive patients). 
Looking back on that period, the onset of this series is striking. 
However, as the fights took place, from day to day, and in the 
context of “insanity,” they did not arouse concern beyond that 
which an isolated conflict might arouse. The first of these fights 
took place in the lavatory between two extremely belligerent and 
provocative patients. An attempt was made by the patients to 
conceal this first fight from the ward staff. Subsequently, there 
was little attempt to hide any fighting from the staff. During the 
three and one-half weeks leading up to the riot, 13 fights involv- 
ing 14 different patients took place on Ward M. There was a quiet 
period just before the “riot”—in that no individual fights took 
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place during the eight immediately preceding days. This period 
was terminated abruptly on the day of the “riot” by two fights, 
oceurring within an hour of each other but involving two com- 
pletely different sets of combatants. 

Besides the fights that took place between patients, there were 
26 instances of attacks on staff members by various patients dur- 
ing the three and one-half weeks before the “riot.” It is significant 
that, in almost half of these attacks, one particular corpsman was 
the object of assault. (This point will be discussed more fully 


Table 1. 





Date 


Patient-staff 
conflict 
reactions 
attempts 
Suicide 
attempts 


Patient 
conflict 
Sentinel 





R—29 
R—28 
R—27 
R—26 
R—25 
R—24 
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R—21 
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R—15 
R—14 
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later.) This series of assaults against the staff stopped three days 
before the “riot.” The “final action” was taken by a retired service- 
man, hospitalized on the ward with an organic psychosis. This pa- 
tient was generally withdrawn and seclusive, speaking to no one 
and objecting to any interruption of his isolation. The first sign 
of a shift in his behavior occurred when he became loud and antag- 
onistic just before midnight on the eleventh day before the “riot” 
(R minus 11). Several days later (R minus 4) he was verbally 
abusive to the medical officer in the presence of all the other mem- 
bers of the ward population. And on the third day before the 
“riot” (R minus 3), he awoke from afternoon nap in a state of 
irritability and threw a bedside chair in the direction of several 
of the ward corpsmen. (See Table 1.) 

In retrospect, the shift of this organic patient from sullen with- 
drawal into a mood from which sporadic belligerence emerged is 
obvious. This shift could be referred to as a type of “sentinel 
reaction,” presaging the “riot.” It has been noted in previous 
studies****° that ward disturbances are usually preceded by in- 
creased disturbance of one particular patient or another. Such 
“sentinels” are usually on the periphery of the “gang” that pre- 
cipitates the “riot” and are rarely involved directly in the “riot” 
itself. These “sentinel reactions” usually involve an intensifica- 
tion of previously existing symptomatology and often necessitate 
special nursing care. 

Several other sentinel reactions on the part of different patients 
can be distinguished. The isolated prisoner-patient mentioned pre- 
viously became disturbed, evidencing irritability and depression, 
on three separate days. On the eighteenth day before the “riot” (R 
minus 18) this patient demanded, against known regulations, to 
be allowed to go to the kitchen for an evening snack. When this 
request was refused he began shouting and beating on the walls 
and door of his “quiet room.” A corpsman entered the patient’s 
room to discuss the problem and discovered that the patient had 
set fire to his pillowcase. The fire was put out and the matches 
removed, but the patient refused to diseuss his problem. 

Two days later (R minus 16) the patient demanded, again 
against regulations, to be allowed into the large wardroom to col- 
lect some magazines. When refused, he became irritated, ran the 
length of the quiet room area corridor and bounced, feet first, off 
the safety screen door between the corridor and the wardroom. A 
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corpsman was then collecting magazines for the patient, and when 
these were brought to his room, he knocked them out of the corps- 
man’s hands. (This patient was a professional wrestler-boxer, a 
massive man, and it should be said that he was very careful at all 
times never to assault physically any others of the ward popula- 
tion.) Finally, on R minus 2, he slipped into the large wardroom 
at a time when the screen door was unlocked for the passage of 
equipment. As this action took place after lights out, he was not 
discovered until he was found by the nurse in her office, reading 
various staff notations. 


This patient was a likely one to watch for sentinel reactions in 
that, like the organic patient, he was sufficiently removed from the 
ward life as to be able to be more observant but yet was sufficiently 
involved as to be aware of certain tensions and pressures. 

Another patient who was a good source of such “sentinel re- 
actions” was one of the three most “insane” patients mentioned 
earlier. On both R minus 20 and R minus 19 he awoke from sleep, 
screaming and thrashing, reacting to especially vivid nightmares. 
As the days passed, he became more and more disturbed—becom- 
ing involved in several of the fights mentioned and requiring vari- 
ous “control and isolation” procedures, a quiet room, hydro- 
therapy, tranquilizers. 

Yet another “sentinel reaction” was provided by a patient who 
raised himself in bed about midnight on R minus 16 and shouted 
to the rest of the ward, “Knock off all that shit.” He escaped from 
the ward three days later. A fifth patient supplying “sentinel re- 
actions” was usually very quiet and passive. However, on R minus 
18, he became very disturbed—to the point of disorientation—and 
expressed many paranoid fears. “Everyone leave me alone,” was 
one of his expressions on that occasion. Two days later—R minus 
16—he experienced another disturbed period, during which he was 
depressed and agitated, repeating how “buddies fouled me up.” 
Both of these episodes lasted only a few hours. 

Other “sentinel reactions” seem to have been provided. A cata- 
tonic patient, who was very regressed and gave every appearance 
of being “out of it” most of the time, had been taken to the even- 
ing movie on R minus 15 with the daily movie party, but, entirely 
out of character for him, had caused such a disturbance in the 
theater that it was necessary to return him to his ward. On R 
minus 13, near 11 p.m., another patient came to the nurse’s station 
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and made the apparently inappropriate statement, “We all need 
some fans in here.” At 11:30 p.m. on R minus 17, a patient dis- 
turbed the whole ward by demanding in loud tones, “Did you corps- 
men get the word on those locked doors?” A “sentinel reaction” 
may have been provided on R—5 by a usually withdrawn, cata- 
tonic patient who became so disturbed in the O.T. shop that he 
had to be returned to the ward. 

In addition to the previously mentioned episodes involving the 
organic patient, one further observation about his behavior may 
be relevant. He had been, for many years, a chronic alcoholic. In 
fact, his brain damage had been evaluated as being related to his 
drinking pattern and the various attendant nutritional deficiencies. 
On R minus 1, he suffered an obscure gastro-intestinal disturbance, 
which had no counterpart in any gastro-intestinal discomfort on the 
part of any of the other patients, and which passed completely 
after a restless night. No physiologic explanation for this upset 
was found. The evident gastro-intestinal orientation of this patient 
could be considered, and the psychologic significance of the pa- 
tient’s upset could be conjectured upon, in terms of the events that 
soon followed. 

There were many attempts to “escape from the situation” dur- 
ing the four weeks preceding the “riot.” Frank escape attempts 
were made on 11 occasions by seven different patients. One oc- 
curred on R minus 28 (R—28) ; one on R—26; three on R—21; one 
on R—19; two on R—18; one on R—17; two on R—16. At the time 
of the “riot,” three of the “escapee-patients” were still members 
of the patient group. The R—26 escape attempt had been success- 
ful. The patient succeeded in leaving the hospital and was AWOL 
until R—6 when he was returned to military authorities. He was 
later involved in one of the two fights that occurred on the day 
of the “riot.” On that occasion, he was reported to have thought 
that another patient was making uncomplimentary remarks about 
him and to have challenged the other patient. 

“Escape” tendencies were manifested in three self-destructive 
actions of three patients—two on R—13 and one on R—10. “Escape 
attempt” and “disturbed” could both be read into the occupancy 
of quiet rooms by various patients. The occupancy went as fol- 
lows: R—29, one occupancy (in addition to the permanent occu- 
pancy by the prisoner-patient); R—28, one occupancy; R—25, 
three occupancies; R—24, four occupancies; R—23, one; R—22, 
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one; R—21, none; R—20, three; R—19, four; R—18, five; R—17, 
three; R—16, five; R—15, two; R—14, two; R—13, six; R—12, 
four (at this point, the medical officer spoke firmly against the in- 
creasing use of the quiet room); R—11, two; R—10, two; R—9, 
two; R—8, none; R—7, none; R—6, one; R—5, one; R—4, one; 
R—3, two; R—2, one; R—1, one. “Escape” and “disturbed” could 
also be read into the use of extra nighttime sedation. The pattern 
for sedation is as follows: starting on R—19, one patient was given 
extra medication for particular difficulty with sleep; on R—17, 
there were three such patients; on R—16, three patients; R—15, 
three; R—14, two; R—13, seven; R—12, one; R—10, one; R—8, 
three; R—7, two; R—6, three, R—3, four. (R—2 and R—1 were 
both liberty nights when several patients were off the wards.) The 
use of sedative flow tubs and sedative cold packs could be listed 
here also. The pattern is as follows: R—29, one; R—27, two; R— 
23, one; R—22, one; R—19, two; R—18, one; R—16, five; R—15, 
one; R—14, two; R—13, two; R—10, one. (There are, of course, 
other factors besides the patients’ conditions that are involved in 
the use of quiet rooms, sedation, and hydrotherapy. Several of 
these factors will be discussed further on.) 


The “riot,” which is the major focus for this article, took place 
on a Monday evening—at approximately 9:45 p.m. The two pre- 
vious days—R—2 and R—1—were week-end liberty days; 10 pa- 
tients had taken the opportunity to get away from Ward M during 
this week-end. During the previous week-end (R—9 and R—8), 
only six patients had taken week-end liberty. On R—16 and R—15, 
the prior week-end, three patients were on liberty; on R—23 and 
R—22, one patient. Three of the 10 patients on liberty on R—2 
and R—1l were “core” members of the “riot gang” (Patients A, 
B and C). Another “core” member had requested liberty but was 
refused because of administrative reasons (Patient D). One of 
the 10 who had been on liberty was the patient who was attacked 
in the fight that led to the “riot” (Patient E). Six patients had 
been away from Ward M on R—1 at a roller-skating party ar- 
ranged by the recreational therapy department and the ward staff. 
This group included two “core” members of the “gang” (Patients 
D and F). The party was accompanied by Corpsman H, who had 
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been the object of over half of the assaults against ward staff 
members as already reported. 


The night of R—1 passed without incident. All patients had 
returned to the ward. The morning schedule on R-Day was fol- 
lowed routinely until 11:15 a.m. At that time, one of the corps- 
men discovered, in a fairly conspicuous spot, three coffee cups that 
contained small residues of liquid smelling strongly of liquor. In- 
asmuch as the consumption of alcoholic beverages was strictly 
forbidden in the hospital by military regulations, an investigation 
was instituted. By a process of elimination and intuition, the iden- 
tity of three patients involved in the drinking was established. 
Two were “core” members of the “gang,” who had been on week- 
end liberty, and who apparently had brought liquor with them 
on their return (Patients A and B). The third individual was the 
“core” member whose liberty request had been refused (Patient 
D). All three patients were interviewed individually by the ward 
medical officer. They were reminded of hospital regulations and 
the responsibilities implied by these regulations and were in- 
structed to destroy any remaining liquor. Patient D was more 
obviously disturbed by the experience than the others, expressing 
many strong reactions, both to staff members and to other patients. 
He was incensed that the drinking had been brought to the atten- 
tion of authority; he demanded a rapid release from the hospital; 
he threatened the ward staff. Throughout the rest of the after- 
noon, Patients A, B, C, D, and F spent much of their time together, 
isolated from the others. There was some suggestion that they 
had not destroyed the remaining liquor but had cached it and were 
making periodic visits to the cache. They were successful, how- 
ever, in being able to avoid bringing the matter to a head. 

The afternoon passed uneventfully with the exception of one 
patient’s complaint that his Rauwolfia medication was making him 
“feel badly today.” At 6:45 p.m. the evening movie party of seven 
patients and one corpsman was formed. Included in the party were 
Patient F, the man who had complained of his Rauwolfia medica- 
tion, the patient who had made the successful escape on R—26 
and had shouted “knock off all that shit” (Patient G), the patient 
who had become disturbed at O.T. on R—5, had made one of the 
escape attempts on R—16 and had made the suicide attempt on 
R—13 (Patient H), and the patient (Patient I) suffering with 
manic-depressive psychosis who had just recently been returned 
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to Ward M from an open ward. The movie party was off the 
ward until 8:45 p.m. As it returned, Patient G precipitated a 
fight with Patient C, who was outside Ward M during his evening 
privilege hours, visiting with a friend from another ward. Patient 
G misunderstood Patient C and thought he was talking insultingly 
about him. He assaulted C. The fight was stopped almost im- 
mediately by corpsmen and other patients. Patient G was placed 
in a “quiet room” for the evening. 

All patients had returned to the ward from various activities 
and recreations at the prescribed time—9:00 p.m. The ward lights 
were extinguished. Patients A, B, and D had been seen to be 
mildly intoxicated upon their evening return to the ward. They, 
with some five or six other patients, were seated around the TV 
set, which was to remain on until 10:00 p.m. At about 9:30, a 
ery for help was heard from the TV corner of the wardroom by the 
three corpsmen working in the nurse’s station. Apparently Pa- 
tient A had picked up one of the aluminum ward chairs, had gone 
over to Patient E’s bed, which was adjacent to the TV area, and 
had struck E across the chest with the chair as E lay sleeping. 
EK had awakened and called for help. This cry, when heard by 
the corpsmen, was immediately answered by Corpsman H. By this 
time, Patient A had lost his chair, and he and E were engaged 
in @ hand-to-hand fight. Several of the patients in the area were 
busy trying to separate the two combatants; others were trying 
to impede A’s efforts; and still others were interfering with E’s 
defense. 

In all of this melee, the fight had moved from the bed onto the 
floor. When Corpsman H arrived on the scene, he was able to stand 
on the bed and jump onto A’s back, attempting to pull him away 
from E. Corpsman H was soon the object of attack himself by 
several unidentified patients. The other two corpsmen arrived but 
could effect no changes in the situation. Both of them were also 
attacked; one of them was struck with a chair by Patient D, who 
then proceeded to pummel the corpsmen with his fists. 

After several minutes of this confusion, all three corpsmen were 
able to detach themselves from the battle and retreat to the nurse’s 
station, but not before being subjected to sniping action by Patients 
C and F. In the meantime, the nurse had phoned a request for 
reinforcements. As the corpsmen retreated to the nurse’s station, 
there was a short lull in the hostilities. Patients A, B, and D took 
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this opportunity to disassemble several of the nearby beds, collect 
a few chairs and bed lockers, and barricade themselves in the 
corner behind the TV set. They also provided themselves with 
various articles that could be used as weapons—locker tops, bed 
rails, ete. Most of the other patients were now awake and milling 
around the ward, the majority being careful not to be involved in 
the violence. A few, including C and F, were helping A, B, and D 
with the barricade construction; a smaller number were attempt- 
ing to get things worked out peaceably. Patient E was feeling the 
effects of the attack upon him and had retreated to the sidelines. 
At this point, a small group of corpsmen from elsewhere arrived 
on the ward and collected opposite the barricade. The ward lights 
were turned on. The barricaded patients began throwing various 
objects at the corpsmen. After a short appraisal of the situation, 
additional corpsmen reinforcements were called and began to 
arrive in large numbers. Several mattresses were used as shields 
and the men moved upon the barricade. A short struggle followed, 
in which no one was injured but which was complicated by rear 
guard attacks by Patients C and F. The barricade was taken, and 
Patients A, B, C, and D were placed in “quiet rooms,” with seda- 
tion. The other patients and the corpsmen then spent about an 
hour in clearing up the mess. All patients finally went to bed at 
about 11:30 p.m. The rest of the night was quiet with the excep- 
tion of various activities of the organic patient mentioned earlier. 
He was restless, paced the ward, wanted a cigarette, asked for 
his window to be opened, asked why all the doors were locked. 


The second “riot” to be considered here occurred approximately 
seven months after the first—on a Tuesday evening in December 
1955. It will be reported briefly, as its only purpose in the context 
of this article is to confirm the general ideas introduced by con- 
sideration of the first “riot.” Many “sentinel reactions” preceded 
it. Throughout the week-end before, a patient (Patient Z), who 
was generally very co-operative with the staff, was subject to 
minor outbreaks of destructive behavior. On R—2 he became upset 
during a card game with four other patients (all “core” members 
of the second “riot gang”—Patients V, W, X, Y) and flipped over 
the card table. When asked by the staff to help pick up the secat- 
tered cards, he vehemently refused. During this period, he was 
sullen and withdrawn. Another “sentinel reaction” occurred on 
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R—1 when green paint was thrown over the lavatory walls by an 
unidentified patient. The patient (or patients) had also written 
“fuck you” in green paint on the wall. As indicated, the per- 
petrator of this action was not identified; but Patient V was known 
to have had a tube of green oil paint in his bedside locker. Finally, 
on the morning of R-day, a note was left for the day crew by a 
eorpsman of the night shift ending with the comment, “what a 
helluva night.” 

Tension was noted on the ward throughout the afternoon of 
R-day. Patients V, W, X, Y, Z and one other (Patient U) were 
frequently obnoxious to the staff that afternoon. The evening 
passed without any serious difficulty until about 11:00 p.m. At 
that time, Patients V, W and X arose from their beds and gathered 
at Patients Y’s bed. When asked by a corpsman to return to bed, 
they refused and became verbally abusive. As more staff pressure 
was exerted on them, they began to dismantle beds and bed lockers 
and to throw locker tops, chairs, and pillows toward the nurse’s 
station. Staff reinforcements were called. Upon the arrival of 
more corpsmen, the rebellious patients were subdued and placed 
in “quiet rooms.” Other members of the patient population did not 
take part in the fracas. The rest of the night was without incident. 


Discussion 


The works of various investigators mentioned in the previous 
sections of this paper make it obvious that even as carefully de- 
tailed accounts of patient activities as the foregoing are not ade- 
quate to explain the dynamics of a psychiatric ward “riot.” Em- 
phasized throughout those works, is the importance of considera- 
tion of staff behavior, and its effects on patients, in any attempt 
at understanding the dynamics of such a riot. 

In Chapter 15 of their book The Mental Hospital,’ Stanton and 
Schwartz present an extensive discussion of a particular “symptom 
complex” of hospital patients and its “cause.” The “symptom 
complex” is variously referred to as pathologic “excitement,” be- 
ing “upset,” “tearing the ward apart,” “manic state,” “clinical 
change,” “increased tension or confusion,” stronger “depression” 
or “tension,” “outburst of delusional accusation,” “motor over- 
activity, overt aggression, great pressure of speech, and evidences 
of dissociation,” impulsivity, increased delusions of reference, in- 
somnia, increased “fatigue,” increased “fear or anxiety,” being 
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“verbally and physically” aggressive, increased “demands” and 
“accusations,” “physical combativeness,” “hallucinatory experi- 
ence,” bitter “physical assaultiveness,” being “angry” and “dis- 
couraged,” and finding it “desirable to break hospital rules.” It 
is clear, without further quotation from Stanton and Schwartz, that 
similar phenomena are being considered in this study of ward 
“riot.” 

“Pathologic excitement” parallels, on an individual level, the 
“riot,” on a group level. Further, many instances of individual 
pathologic excitement are seen in the “sentinel reactions” pre- 
viously described. The group-violence orientation of military cul- 
ture and the relatively inconstant staff structure of Ward M, as 
compared with the staff structure of Chestnut Lodge, etc., were 
probably two important elements that made it inevitable that 
“pathologic excitement” or “sentinel reactions” be accompanied 
by “pathologic excitement” or “riots.” It is difficult to assess the 
exact effect of other obvious factors that could be interpreted as 
giving group excitement an added encouragement—for instance, 
the youth of Ward M patients, acuteness of intercurrent psychosis 
(most Ward M patients were suffering their first breaks), and 
the interpersonal closeness demanded by living in the single large 
ward room. 

The “cause” of this excitement—that is, “the presence in the 
patient’s environment of a specific configuration of staff inter- 
relationships”—is, in some ways, an even more complex matter 
than the effects it stimulates. The Stanton-Schwartz view is that 
this configuration is characterized by a “continuing covert dis- 
agreement” between two important members of the psychiatric 
staff. Emphasized, are the covertness of the disagreement and the 
importance (to the patients) of the staff members involved. It is 
implied that, while most of these disagreements are focused on 
specific patient-care, this focus is not essential to the situation. 
Staff inconsistencies are described as resulting from this covert 
disagreement. The picture is completed by a demonstration that 
when these disagreements cease being covert and finally become 
overt, the patient pathology diminishes. 

It is now appropriate that some discussion be presented of the 
staff interrelationships that can be considered significant, in the 
context of the Stanton-Schwartz findings, to the occurrence of: the 
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Ward M “riots.” The first material presented will deal with nurse- 
behavior. 

As recounted, there were four nurses assigned to Ward M at 
the time of the first “riot.” The senior nurse (Nurse L) had had 
extensive psychiatric and military experience. The second ranking 
nurse (Nurse M) was of the same military grade as the senior 
nurse but had had a couple of years less of military experience 
and had done no psychiatric nursing for many years. Nurse N 
had been a military nurse for a moderate length of time but had 
had no previous psychiatric experience. Nurse O had been in the 
military for only a year or so but had spent most of this time as 
a psychiatric nurse. At the time of the “riot,” Nurse O was on 
night duty—10 p.m. to 7 a.m.—and was relatively uninvolved in 
the ward activities. 

During the months just prior to the ward M “riot,” obtaining 
nurses for the psychiatric section had been difficult. The nursing 
supervisor had found it necessary to put forth special efforts to 
obtain psychiatric nurses and, once obtained, to retain them on 
the psychiatric wards. Nurse M was one of the nurses so obtained 
and retained. Ordinarily, by reason of her military grade and 
experience, she would have been a senior nurse on some medical or 
surgical ward. It was with evident reluctance that she occupied a 
junior position on Ward M. At the beginning of her Ward M 
assignment, there had been a mild, generally good-humored, com- 
petitiveness between her and the senior nurse, Nurse L. This 
situation was probably complicated further by the special atten- 
tions that came her way in an effort to keep her in the psychiatric 
section. An additional complication was provided by the fact that 
both Nurse L and Nurse M were experiencing some personal bit- 
terness as a result of disappointments about their assignments 
just prior to those on Ward M. Finally, Nurse M was not com- 
pletely at ease in psychiatric work because of difficult experiences 
years previously during the psychiatric nursing she had done at 
that time. Her difficulties had come about because of certain intra- 
psychie factors, and because of a family illness with psychiatric 
connotations. Shc obviously would have preferred another assign- 
ment but remained on Ward M, influenced in part by a strong 
sense of duty. 

Nurse N had been similarly recruited from another section of 
the hospital and was not thoroughly at ease in psychiatric work. 
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Her enthusiasm for a new experience, however, was evident. She 
remained on Ward M more willingly than Nurse M. If she had 
been on a ward in another section of the hospital, she would have 
had an important position but it is unlikely that she would have 
been senior nurse. There was not, therefore, as competitive a 
situation existing between her and Nurse L as between Nurse M 
and Nurse L. Generally, her sympathies were with Nurse L; but 
on oceasions, similarities in her position to that of Nurse M stimu- 
lated her alignment with Nurse M against Nurse L. 

If the relationship between Nurses L and M is subjected to care- 
ful scrutiny, the development of a Stanton-Schwartz situation— 
that is, covert disagreement—can be discovered. As is often the 
case, the good-humored competitiveness between Nurse L and 
Nurse M evolved into covert conflict as a consequence of a rela- 
tively innocuous situation. Between R—33 and R—24, Patient F’s 
mother was visiting him from another state. A friendship was 
struck up between this mother and Nurse M. The mother had 
difficulty finding lodging and was assisted in this by Nurse M, 
even staying at Nurse M’s own quarters at one time. In addition, 
several nights before the mother’s departure, Nurse M entertained 
Patient F and his mother at her apartment. 

Considerable controversy arose in the staff over this novel 
approach, Although Nurse M was congratulated for her direct- 
ness and admired for her devotion to patient care, there was no 
small amount of criticism stirred up by her behavior. Perhaps 
because of her closeness to the traditions of psychiatric nursing, 
perhaps because of other, more personal reasons, Nurse L found 
herself reacting more critically than otherwise. From this point 
on, as already said, what had been an open, somewhat playful com- 
petitiveness became a more serious, unspoken conflict between the 
two nurses. 

Other members of the staff lined up on one side or the other. 
These alignments were inconstant, with different corpsmen on 
different sides from one day to the next. Generally, Nurse M had 
the loyalties of the more radical, younger, “doing” elements of 
the staff; while Nurse L had the loyalties of the more conservative, 
“thinking” members. Nurse L had several intrinsic advantages in 
this conflict, as is frequently the case for the more experienced, 
more established, conservative side. Furthermore, Nurse N usually 
was on Nurse L’s side in the conflict. 
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Nurse M became increasingly defensive in her attitude as the 
days passed. She spent longer periods with patient groups— 
notably those including Patient F. She began speaking of Patient 
F in terms that suggested an identification between Patient F and 
an ailing member of her own family. She began skipping staff 
meeting; and, when she did come, she would spend most of the 
meeting in silence or in indirect sniping action. At no time, did 
the conflict between Nurse I. and herself receive direct face-to- 
face expression from either party. Nurse L or Nurse M would 
approach, and speak from time to time with various other persons, 
patients and staff members, about one problem or another that 
had currently arisen in her dealings with the other. The nurses 
did not, however, bring the problems to the attention of each other. 
And no concerted attempt was made by others to bring the matter 
into the open. The comment of Stanton and Schwartz that “open 
recognition of the fact of a disagreement was often evaded by 
everyone concerned long after it should have been obvious” clearly 
applied to this situation. 

It is interesting to follow the assignment pattern of the nurses 
during this period. (See Table 2.) After R—17, the two nurses 
did not work together on the same shift, although normal rotation 
would have called for at least one week of this. Further, Nurse 
L took a short vacation on R—13, R—12, and R—11 with the ex- 
planation that she needed a rest. Nurse M was absent on R—18. 
Interesting also, are certain small deviations from routine that 
appeared in these nurses’ behavior. On R—25, Nurse L forgot to 
sign the daily report in one of the two places indicated for her 
signature. Nurse M signed her own name in that vacant spot and 
also signed in one of the two appropriate places for her signature, 
leaving the second unsigned. On R—19, Nurse L did not sign 
the daily report at all. On R—14 and R—13, Nurse M did not 
sign at all. On R—12, Nurse M placed one of her two signatures on 
the daily report in the wrong place. On R—10, both Nurses L 
and M signed one signature each in the wrong place—L signing 
where M should have, and vice versa. On R—7, Nurse M gave 
only one signature. Finally, on R-Day, Nurse M again gave only 
one signature. It is important not to overemphasize these signa- 
tures, but it would seem that they can be ascribed a place in 
the over-all picture. The signing of the daily report has a 
ritual significance in the particular military service involved that 
both exaggerates the importance of the act of signing and also 
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Table 2. 


R—25: L and M, opposite shifts 
R—24: L and M, opposite shifts 
R—23: M on duty, L off 

R—22: M on duty, L off 

R—21: L and M, same shift 
R—20: L and M, same shift 
R—19: L and M, same shift 
R—18: L on duty, M off 
R—17: L and M, same shift 
R—16: L on duty, M off 
R—15: L on duty, M off 
R—14: L and M, opposite shifts 
R—13: M on duty, L off 

R—12: M on duty, L off 
R—l1: M on duty, L off 
R—10: L and M, opposite shifts 
R— 9: M on duty, L off 

R— 8: M on duty, L off 

L and M, opposite shifts 
: L and M, opposite shifts 
: L and M, opposite shifts 
: L and M, opposite shifts 
: L and M, opposite shifts 
: Lon duty, M off 

: Land M both off duty 

: L and M, opposite shifts 





~ 
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turns this otherwise routine action into an opportunity for special 
nonverbal communication. (Another example of this latter signi- 
ficance could be the Catholic Mass, in that one participates in a 
Black Mass to underline one’s rejection of Christian principles, 
and so on.) 

From the standpoint of these dynamics, it is interesting to dis- 
cover what occurred in the nurse assignments after the riot. Stan- 
ton and Schwartz state about the nurses and others involved in 
their covert-conflict studies that, following the conflicts becoming 
explicit, one person or the other would frequently resign or trans- 
fer out of the scene of battle. In the “riot” situation, Nurse M 
followed the pattern. She transferred off Ward M and out of 
the psychiatric section within a week after the “riot,” despite 
much pressure from the supervisor to remain. Shortly thereafter, 
she transferred to another hospital. 

To consider the dynamics of this “riot” solely from the stand- 
point of nurse conflict would be to commit violence against the 
natural history of the episode. Certainly, as the foregoing material 
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and the Stanton-Schwartz data indicate, the nurse conflict should 
be considered central to the pattern. However, certain other con- 
tributions should also be considered. 

The role of the ward medical officer must receive some attention. 
This first “riot” took place approximately a month before the 
birth of his second child. The emotional trends related to the 
ripening pregnancy in part diluted his involvements in Ward M. 
He considered the fact less crucial, for instance, that there was 
a gradually increasing number of incidents of aggression on the 
ward. He allowed the increase in the use of the “quiet rooms” to 
continue until R—12, ete. On the other hand, various emotional 
trends associated with the pregnancy operated to increase his 
affective involvement with his head nurse and the ward she sym- 
bolized—tending both to intensify his loyalties to her and to 
sharpen his hostilities toward her. Emotional attitudes regarding 
patients and corpsmen were also complicated by his reaction 
to the pregnancy threat-and-promise. One or another patient or 
corpsman variously acquired, in the doctor’s fantasies, the attrib- 
utes of a good child or a bad child. Generally, it could be stated 
that the pregnancy-reaction served to intensify the “neurotic” 
aspects of the doctor’s emotional relationships to Ward M, and 
hence tended to enhance the communication breakdowns that were 
such a vital element in the picture. 


Contributions of the corpsmen are properly considered here as 
well. Aside from Corpsman H, who already provided a focus for 
discussion and who must receive some special treatment, the corps- 
man group can be seen mainly as being involved in the problem 
in such ways as to accentuate the difficulties indirectly. It has 
already been indicated that lines of loyalty divided the corpsmen 
into first one configuration, then another. Loyalties were rarely 
constant through all situations and over the entire time covered 
by the conflict. As the conflict continued from one week to the 
next without resolution, the feeling in the corpsman group became 
more and more intense. Confusion, discontent, bitterness and de- 
pression became manifest. Griping, an important element of mili- 
tary life, became more serious and harsh. Less was said, tempers 
shortened ; there was a obvious decrease in therapeutic enthusiasm. 
Morale suffered serious damage. It is instructive to consider the 
record of entries in the daily report sheet from day to day as the 
situation developed. The most obviously relevant data concern 
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the number of entries made each day in the report by the corps- 
men on duty. Entries gradually increased in number (and volume) 
until R—16. At that point, a fairly level plateau was maintained 
until a pronounced drop on R—9. This drop continued through 
until R-Day. It is possible to interpret the increase in entries 
(and their volume) through R—16 to the end of the plateau on 
R—9 as a manifestation of attempts on the part of the corpsmen 
to make some contributions to the working-out of the intolerable 
interpersonal bind in which they were trapped. The drop at R—9 
could be seen as a manifestation of a drop in morale, a giving-up, 
the beginning of the final chapter of the interaction that culminated 
in the “riot.” 

The part of Corpsman H must receive some special considera- 
tion here—this, for several reasons. A disturbed, though very 
bright fellow, he was more active in his interpersonal relationships 
than other members of the corpsman staff. The intensity of his 
motivations demanded an answering intensity from those with 
whom he was in interaction. His relationships with others were 
further complicated by several problems in which he was involved. 
He was soon to be released from the service after four years of 
generally enjoyable but confining experience. The imminence of 
discharge itself carried many conflictual aspects. Further, he had, 
at the time of the “riot,” become enmeshed in a rather hopeless 
and difficult love affair. Many of the determinants of his behavior 
were related to this affair. Finally, he was affected by his ardent 
participation in the affairs of a hospital ball team and the suc- 
cesses and failures of that team. 


Similar dynamic patterns exist for the second “riot.” During 
the two weeks prior to the outbreak of this “riot,” the senior 
nurse (Nurse L) had been substituting for the nursing supervisor 
and consequently was on Ward M only infrequently. All of the 
other nurses were new to the ward since the previous “riot.” The 
nurse (Nurse S) who was in charge had had a moderate length of 
time both in military service and in psychiatric nursing. Her 
counterpart on the afternoon-evening shift was Nurse T, who had 
been in military service for a relatively brief period and had had 
only a small amount of psychiatric experience. The third nurse 
assigned to the ward was on night duty and had little tae al 
sonal contact on the staff. 
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Despite her short career, certain actions of Nurse T had caused 
her to become the subject of considerable controversy already, 
even before her transfer from one of the open wards onto Ward 
M. After a short engagement she had married a corpsman who was 
himself the subject of controversy of a different nature. This 
marriage had many connotations that were threatening to other 
nurses. Further, her approach to patient care was unconventional 
in certain obvious ways. She practised a more direct and informal 
manner with her patients than could be considered acceptable by 
other nurses. She was accustomed to a kidding relationship of 
merriment and “palling” with her patients. Nurse S and most of 
the Ward M corpsmen expressed considerable concern when it 
was announced at the ward staff meetings, two weeks before the 
“riot,” that Nurse T was going to join them. 

However, despite the freedom with which Nurse T was dis- 
cussed before her arrival, nothing was done after her arrival to 
express to her the disapproval that her behavior stimulated among 
the other members of the staff. As her presence on the ward con- 
tinued, there was a growing tendency for nurses and corpsmen to 
complain about her behavior to one another and to patients. Few 
complaints were registered directly with Nurse T. 


No good was expected here, and, partly because of the behavior 
patterns that were stimulated by these expectations and partly 
because of the behavior patterns that stimulated these expecta- 
tions, no good ensued. The worst fears were realized—especially 
the evening before the “riot” (R—1) when Nurse T was overheard 
in conversation with Patients U, V, W, and Y and one other as 
yet unmentioned patient, kidding about the presence (or absence) 
and color of her underclothing. On R-Day, prior to the riot, 
the controversy over Nurse T' had reached a fever level. Yet, at 
no time was this controversy presented directly to her. 

As in the case of the first “riot,” several other important in- 
fluences existed at the time. The ward medical officer reported, 
in the study that took place after the “riot,” the presence of a 
yearly “Christmas depression.” This depression, though mild 
enough in degree so that it had not attracted conscious perception 
on the part of other members of the staff, nevertheless would 
seem to have had the preconscious effect of making the staff 
leader that much more emotionally unavailable to the others. In 
addition, the senior corpsman, who had previously been an enthu- 
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siastic participant in all ward activities, was forced at this time 
by certain personal problems to withdraw somewhat from the 
others. He found himself in a state of emotional conflict. This con- 
flictual state was reflected in minor inconsistencies that began to 
appear in his orders to the other corpsmen. Although no one par- 
ticular inconsistency was significant enough to arouse concern or 
question by the other corpsmen, the accumulation of these incon- 
sistencies can easily be seen to have had an additionally unsettling 
effect. 
THEORY 

It is a most reassuring experience to be able to apply the find- 
ings made in one environment to phenomena observed in another 
unassociated environment, and discover a reliable consistency of 
the patterns that emerge. However, it is not a major purpose of 
this article to add redundancy to the verification of the Stanton- 
Schwartz findings. This article is presented to extend these find- 
ings into an area—group destructive behavior—-previously uncon- 
sidered from the Stanton-Schwartz standpoint. This extension 
has been made. There is the further task of suggesting a bridge 
between these clinical observations and a relatively new theoret- 
ical construct. 

There are two entirely different principles involved in describ- 
ing a pattern as being so-and-so and in speculating as to the deeper 
implications of the pattern. It is one thing to say that episodes 
of “pathologic-excitement,” individual or group, are causally re- 
lated to “continuing covert disagreements.” 1+ is another thing 
to examine the nature of that causal relations!:ip. It is one thing 
to demonstrate that a machine operates; another to ccnsider how 
it works, 

In a recent paper, Bateson et al.”? have presented a theoretical 
approach to the problem of schizophrenia that would seem to have 
particular relevance to this matter of “pathologic excitement.” 
Their approach is based on the hypothesis that the phenomena of 
schizophrenia “can be systematically described in communicative 
terms.” In the development of this hypothesis, they introduce the 
concept of the “double bind”— a concept representing the experi- 
ence of “negative injunctions so related that it is impossible [for 
the child] to obey both, and impossible for him to recognize con- 
sciously the discrepancy between them.” The ingredients of the 
“double bind” are “(1) two or more persons,” “(2) repeated ex- 
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perience,” “(3) a primary negative injunction,” “(4) a secondary 
injunction conflicting with the first at a more abstract level, and 
like the first enforced by punishments which threaten survival,” 
“(5) a tertiary negative injunction prohibiting the victim from 
escaping from the field.” The pattern of the “double bind” is so 
structured that one individual, presumably the ubiquitous schizo- 
phrenogenic mother, communicates two messages to another indi- 
vidual, presumably the schizophrenic patient. These two messages 
are related one to the other in such a manner that the primary mes- 
sage is contradicted by the secondary message, which is of a higher 
level of abstraction than the primary. This relationship makes it 
impossible to obey one of the two injunctions. The “double bind” 
is effected by the importance of the relationship between the 
“victim” and the “binder” (“punishments which threaten sur- 
vival”) and by the injunction prohibiting escape from the field 
(either physically through growing up and moving away or men- 
tally through pointing out the contradiction) ; “then two contra- 
dictory commands of a different Logical Type are presented, such 
as ‘Do so and so’, and ‘Do not be so obedient,’ there is generated 
not only a conflict between two courses of action, but also an im- 
plicit injunction, ‘Do not discriminate the Logical Types.’ ” 

“A young man who had fairly well recovered from an acute 
schizophrenic episode was visited in the hospital by his mother. 
He was glad to see her and impulsively put his arm around her 
shoulders, whereupon she stiffened. He withdrew his arm and 
she asked ‘Don’t you love me anymore?’ He then blushed, and 
she said, ‘Dear, you must not be so easily embarrassed and afraid 
of your feelings.’ The patient was able to stay only only a few 
more minutes with her and following her departure he assaulted 
an aide and was put in the tubs. 

“Tn such a situation, something must break and we suggest that 
that which breaks is the ego function: the ability to assign correct 
Logical Typing to his own thoughts, his own messages, and the 
messages he receives from others. ...it must be noted that the 
complete set of ingredients is no longer necessary when the victim 
has learned to perceive his universe in double bind patterns. 
Almost any part of a double bind sequence may then be sufficient 
to precipitate panic or rage. Even the pattern of conflicting in- 
junctions may be taken over by hallucinating voices. 
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“The psychosis seems, in part, a way of dealing with double 
bind situations to overcome their inhibiting and controlling effect. 
The psychotic patient may make astute, pithy, often metaphorical 
remarks that reveal an insight into the forces binding him. .. .This 
skill of applying to inner propositions inappropriate Logical Type 
labels is simply an obedience to learned or introjected negative 
commands of a high order of abstraction, e.g. ‘Do not think that 
sort of thought.’ Against this accusation, the schizophrenic has 
a ready reply, ‘It wasn’t a thought, it was a percept’ (hallucina- 
tion). The metaphorical inner impulse is labeled as, and takes on 
the subjective quality of, an external literal command. But this is 
precisely the skill which we would expect to be developed in an 
individual whose experience has been characterized by recurrent 
and painful double binds in which the Logical Type of injunctions 
which he received was obscured by self-contradiction.” 


The relevance of the double bind concept to this study of “riots” 
lies in the discovery that just such double binds are operative in 
the “continuing covert disagreements” that have been demon- 
strated to be such an integral part of “pathologic excitement,” 
ie., “riots.” If the situation that prevailed on Ward M, leading 
up to the “riot,” were subjected to a double bind analysis, it 
could be found to be replete with these binds. 

The nurse (L or M) is imposing a double bind when (1) she 
complains in one way or another to patients or corpsmen about 
the behavior of the other nurse (M or L) and, (2) at the same 
time communicates the negative injunction, “Do not comment on 
the relationship between us nurses,” by her own inability to discuss 
the relationships with the other nurse. She is likewise imposing 
double binds by attacking the other nurse in the presence of pa- 
tients and corpsmen, all the while prohibiting those present—by 
the implied desperateness of her position—from attacking nurses. 
(If she were able to take her attack directly to the other person, 
the secondary negative injunction would be avoided.) Further, 
she is double-binding by implicitly undermining the medical system 
in her attacks on another nurse, while at the same time remind- 
ing patients and others in a great variety of ways—for example, 
by her nurse’s insignia, uniform, dispensing of medication, ete., 
ete.,—that, to a large extent, the importance of her relationship 
with her hearers depends on that very medical system. Her in- 
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ability to discuss the problem directly with the other nurse pro- 
vides in this instance, the injunction against discriminating the 
“Logical Types” involved. “1 cannot take this step, and certainly 
you, who depend on me so much (in this context of considering 
the medical system), are not in a position to want to renounce 
that dependency by acting as if you are more capable than I.” 

To widen the frame and consider each level of the double bind 
to be presented by each nurse (in addition to seeing each nurse 
provide all levels herself), provides opportunity to recognize fur- 
ther double binds. That Nurse L refuses to work on the same 
shift as Nurse M, complains about Nurse M’s behavior, refuses 
to invest the energy needed to work out the situation with Nurse 
M: These are all comments on her relationship with Nurse M. 
That Nurse M communicates similar things vis-a-vis Nurse L: 
These are also comments, on a different level, on the same Nurse 
L-Nurse M relationship. Nurse L’s inability or refusal to work 
out the problem directly with Nurse M results in making the two 
communications—(1) Nurse L’s comments on the nurse L-Nurse 
M relationship and (2) Nurse M’s comments on the relationship 
—of two different “Logical Types” and carries the injunction 
against discriminating the difference of “Logical Types” produced. 

Again, on one level, each nurse communicates both verbally and 
nonverbally that there is a split between the two of them, that 
they are two separate individuals with two different sets of opinion 
and two different sets of attitudes, that there are two entities in- 
volved. On another level, they each indicate (both verbally and 
nonverbally) that they are as one; they carefully avoid an open, 
direct quarrel; they avoid an open expression of difference. And 
by the effect implied in the avoidance of a direct expression of 
two-ness they are issuing the injunction against the recognition 
of the difference of logical types involved: (1) nurses as indi- 
viduals subject to differences of opinion and (2) nurses as aspects 
of the class “nurses” who work together with a solid front. 

Another, more general “double-bind” was found to be imposed 
upon patients by the whole medical staff (in this, the staff is to 
be personified as “mother”). Through all the means of therapy, 
through the philosophy of therapy on the ward, the patients were 
encouraged to verbalize their problems. They were admonished 
about the crucial importance of expressing one’s feelings, of get- 
ting things out into the open. Implicitly, this tenet asked the pa- 
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tients to do something that the staff not only could not do itself, 
but needed to prevent the patients from doing. The staff was not 
able to deal directly with the disagreements. The disagreements 
were not examined, nor was direct expression made about them. 
The patients were encouraged, in one set of communications, to 
examine interpersonal difficulties. In yet another set of communi- 
cations—conveyed by the covertness of the disagreement—they 
were instructed not to examine this very type of difficulty, as it 
pertained to staff conflict. The staff’s unspoken attitude was that 
it must prevent the patient’s recognition of the conflict. 

A discussion is presented in the Bateson article of the formal 
characteristics of the family situation of the schizophrenic, from 
the standpoint of the theory presented: 

“(1) A child whose very existence has a special meaning to the 
mother, which arouses her anxiety and hostility when she is in 
danger of intimate contact with the child. ... 

“(2) Feelings of anxiety and hostility toward the child are not 
acceptable to the mother, and her way of denying them is to 
express overt loving behavior to persuade the child to respond to 
her as a loving mother and to withdraw from him if he does 
not.:..: 

“(3) The absence of anyone in the family, such as a strong and 
insightful father, who can intervene in the relationship between 
mother and child and support the child in the face of the con- 
tradictions involved.” 

With these characteristics in mind, it is possible to consider the 
ward “riot” situation as presenting a mimicry of the schizophren- 
ic’s family. 

It has been pointed out how important Patient F had become 
to Nurse M during the time before the first “riot.” An important 
relationship existed between Nurse T and the “gang” members 
(especially Patients W and X) before the second riot—witness 
the intimate nature of their conversation about her underclothing. 
The anxiety and hostility associated in the nurse with this “in- 
timate contact” between nurse and patient—against all nursing 
traditions and condemned by many of her peers in the immediate 
environment—is not difficult to imagine. And, in the cases of these 
nurses, it is not difficult to imagine the anxiety and hostility under- 
lying the necessity of developing “intimate contact” with a patient 
or patients. Further, it is not difficult to imagine the inaccept- 
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ability to a nurse of feelings of anxiety and hostility toward pa- 
tients, particularly to a nurse caught in the position both Nurse 
M and Nurse T found themselves in. If, in the second charac- 
teristic of the family situation specified by Bateson, the word 
“patients” is substituted for “child” and the word “nurses” for 
“mother,” a statement is found that is entirely consistent with the 
situation on Ward M at the time of both “riots.” For to each 
patient, depending on which nurse’s side he favors at any one 
time, each nurse must represent one aspect—either the “good” 
nurse, or the “bad” nurse. And each nurse is caught in the diffi- 
culty of needing to be both not “bad” and yet not too “good.” 

“The absence of anyone in the family, such as a strong and in- 
sightful father” (Bateson) can be viewed as a comment on the 
significance of the roles of the ward medical officer, Corpsman 
H, and the senior corpsman. In both “riot” situations, it has been 
pointed out, the medical officer was rendered relatively hors de 
combat by an emotional problem of his own. At the time of “riot” 
number one, the medical officer’s emotional involvement relating 
to the approaching birth of his child precluded his being able 
to participate in a helpful and “insightful” way in the ward prob- 
lems. His projections and distortions in the ward interactions can 
only be recognized as further compounding the confusion and— 
to the extent of his awareness about his own ward problems— 
as foreing him to be less and less involved. ‘The seaond “riot” 
occurred during a period when he was experiencing a subclinical 
depression, which also must be seen as diminishing his effective 
participation in ward affairs. In addition, his status as a tempo- 
rary duty officer—that is, doctor-draftee for a specific, short period 
—favored this tendency of noninvolvement. Father (officer) and 
Mother (military service) were not really married. The draft 
status of the officer tended to increase his empathy with the prob- 
lems of drafted patients but to decrease the likelihood that he 
would be willing to do anything about them. 


Corpsman effectuality was seriously handicapped by the role of 
Corpsman H in the first “riot” and of the senior corpsman at the 
time of the second. Corpsman H was a leader of sorts among 
his fellows. It would be possible to speculate that what positive 
contributions he made in the situation may have been instrumental 
in lengthening to three or four weeks the period leading up to the 
final climax. But, in the long run, his complicated and disturb- 











A CASE STUDY OF PEER IDENTIFICATION AND THE SOCIALIZATION 
PROCESS 
BY RITA BASS HASS 


Barbara, an 18-year-old, white girl, was transferred to Wor- 
cester (Mass.) State Hospital following five previous admissions 
to state hospitals within a three-year period. She was diagnosed: 
emotionally unstable personality, mental deficiency, moderate. Up- 
on admission she appeared brighter than her intelligence rating 
and school performance indicated. However, her records showed 
that she had been unpredictable in behavior, showing short periods 
of good behavior, and at other times becoming unmanageable, de- 
fying all authority. 

Barbara herself described her difficulty rather vividly, possibly 
giving an indication as to the focus of her problem. She stated, 
in effect, that, periodically, without being able to control herself, 
she was subject to “spells.” The spells would make her do violent 
things to prevent people from hurting her. She said that she knew 
they were coming on by feeling a headache on the right side (site 
of a lobotomy at 16 years of age). She recalled a feeling of fear 
during the spells, and a need to protect herself by hitting first. She 
elaborated by saying that she acted up and later had no recollec- 
tion of her behavior. However, she would be aware that there had 
been trouble, as she would be deprived of privileges, placed in 
seclusion for extended periods (the longest one over a year), and 
later given limited privileges under supervision. 

The nursing personnel reported that Barbara was a management 
problem on the ward as a result of the vast difference between the 
behavior appropriate to her age, and her actual misdirected 
energy, and continual demands for attention, support and reassur- 
ance. In essence, she constantly demanded that the personnel an- 
swer the question, “Do you love me?” She frequently reversed 
her demands for love by helping other patients, sharing whatever 
was available, and assuming responsibility if it was afforded. Ironi- 
cally, her deprivation appeared to have been so extreme that any 
other patient subjected to deprivation became an ally, a person 
needing her help and one that she could give to without demand- 
ing any return. 
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The sequence of her early emotional development consistently 
shows an excessive degree of impoverishment of adult images. 
Barbara was placed in an orphanage at three. Her mother had 
abandoned the family, leaving Barbara and a brother a year and 
one-half her junior, in the care of the father, who placed the chil- 
dren in the orphanage. However, he made a point of visiting fre- 
quently until his death in an accident when Barbara was five. The 
brother was placed with a family, but Barbara remained at the 
orphanage, and a guardian was appointed to care for her. 

Barbara recalls her father’s visits, her own protectiveness of 
her brother, and the large shopping bags of toys that her father 
brought each time he visited. The particular orphanage that she 
was placed in is frequently used as a home for temporary place- 
ments of children during illness in a family. It is a center for 
children to remain in until definite plans for foster homes are 
worked out. Seldom are children with a dim outlook for placement 
sent to this particular orphanage. Although Barbara did not say 
so directly, she was aware of the constant fluctuation of children 
and of the fact that each child at the orphanage had some member 
of his family or an interested party concerned with locating a home 
for him. During holidays and vacations, Barbara remained at 
the orphanage except on two or three occasions when she visited 
her brother in his foster home. 

The fact that most other children received personal gifts such 
as toys, clothing and toiletries was deeply resented. She recalled 
always being the one that received clothes “after someone grew 
out of them.” She said: “Even my shoes belonged to someone else.” 
She admits, however, that the nuns kept clothing mended and shoes 
polished. 

Barbara is unable to point out specifically one person at the 
orphanage that she became directly attached to, or an individual 
that she could pattern her behavior upon. However, her denial 
of her inability to find an ego image appears in her frequently 
changing description of the nuns. The inability appears in the 
fact that the nuns are sisters of God (a distortion that again con- 
fuses her identity with women, nuns, saints and mothers) and the 
fact that one’s identity is placed only with peer groups and pat- 
terned on peer group images. 

Barbara’s consistent use of the term “we” rather than “I” is 
indicative of her inability to differentiate and separate herself as 
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an individual from a collective concept, the concept of her member- 
ship in a peer group. The most prominent factor in Barbara’s 
attempt at interpersonal relationships is her intense striving for 
identity. Her desires for identity with an adult image and her ever- 
prevalent yearnings for affection and acceptance distort, at times, 
her need for a figure to become her object of identification. This 
is frequency represented in Barbara’s demands to be the focus of 
attention. Once an adult has made a kind overture to Barbara, 
she demands and tests until the adult becomes besieged to the point 
of exasperation. Her intense need for attention, affection and en- 
couragement, her need to be the object that is loved, reaches a point 
in her interpersonal relationships which creates a crisis. The hos- 
pital personnel on many occasions have become enraged and pro- 
voked at her intense demands, which subsequently result in forced 
rejection. Rejection is immediately interpreted by Barbara as fit- 
ting into a previously expected pattern, that of feelings of loneli- 
ness although she is surrounded by a group. In effect, her need 
to incorporate herself into or make herself an appendage of, an 
adult image; her need for protection and support; and her desire 
to be fed form essentially the theme of her productions. 

In an attempted reconstruction of Barbara’s developmental se- 
quence, the following losses appear: When she was three, her 
mother went away; when she was five, her father died; when she 
was seven, her brother was placed with a private family; when 
she was 13, it was felt that she could no longer remain in the 
orphanage and should be placed in a private family. After nu- 
merous placements, it was felt that she could not adjust to commu- 
nity living. At 15, following a six-week stay in the home of her 
guardian, who became the object of her identification attempt, she 
was sent to a state school. She interpreted being sent there as an 
extreme rejection and the repetition of the previous orphanage 
placement. She denied having been placed in other private homes, 
and recalled only that she had lived at the home of her guardian. 
(She said that her guardian had eight children, six of his own 
and “my brother and me”—although the guardian was neither a 
blood relative nor married to a member of her family.) Losing him 
and entering the state school equalled, for her, entering the 
orphanage and the loss of her father. Shortly after the state school 
commitment, she displayed increasingly disruptive behavior, be- 
came incorrigible and a management problem. Subsequently, she 
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was sent on a rotation basis to various state hospitals. When she 
was 16 and one-half, it was felt that continuous shock therapy, 
heavy sedation and seclusion were not the answers to managing 
her. Consent for a lobotomy was obtained. Following the opera- 
tion, which she describes as “a pressure on my head which caused 
me to have spells,” her behavior was characterized by episodes 
of assaultiveness, destructiveness and biting, in contrast to periods 
lasting from days to weeks when she appeared docile and co-opera- 
tive. In effect, she displayed less and less ability to tolerate frus- 
tration. 

As Barbara’s needs to be reassured that she was loved increased, 
her own overt demonstrations of affection—such as following hos- 
pital personnel about, calling them pet names and expecting recip- 
rocal attention—would decrease to some extent. She would then 
become loud and demanding, insisting upon being the center of 
attention. This latter behavior enraged and provoked the hospital 
personnel. The inability of the personnel to meet Barbara’s needs 
—in relation to their own needs—created a situation inviting in- 
numerable outbursts. Barbara would first test whether she was 
loved, then provoke aggressive and impatient behavior by the per- 
sonnel, who could rationalize their actions in terms of their need 
to minister to a number of other patients and their inability to 
devote all their attention to one individual. Her demands, as a 
rule, would reach the point where they enraged and provoked the 
personnel, resulting in “forced rejection” and the placing of Bar- 
bara in seclusion. 

Throughout Barbara’s record, there are notes of her unusual 
strength, which frequently was exercised on the hospital person- 
nel. When seclusion was thought necessary, five or six male at- 
tendants usually grabbed Barbara. Her resistance would result 
in a fight in which five attendants held her and one tore her cloth- 
ing from her. The dramatic quality surrounding seclusion, Bar- 
bara’s refusal to eat when placed in seclusion, and the emotional 
and physical pain she felt as a result of being placed alone in a 
room reinforced her strong feelings of rejection. At first, she 
would be depressed, feeling that “Nobody loves me, nobody wants 
me, and I do not care what I do with myself.” 

When she was 18, Barbara arrived at Worcester State Hospital 
as a transfer from another state hospital. She was accompanied 
by several attendants and was handcuffed. She was placed on the 
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admission ward which had a number of other young women pa- 
tients. Soon afterward, she began to have outbursts of bad temper. 
She could not share with, or tolerate, some of the other young pa- 
tients; her most apparent difficulty was that she could not keep up 
socially and otherwise with other patients of her own age. Her dep- 
rivations had been such that she had never acquired the tastes 
and interests usual for girls of her age. She was immediately re- 
jected by her peers, which aroused her desire to be like the other 
girls but, at the same time, provoked an exacerbation of her needs 
to be the only one and the loved one. 

The dual rejection by her peers on the ward and by the exasper- 
ated personnel resulted in her transfer to the chronic service, 
where she immediately repeated a former pattern. She was the 
youngest patient among a number of older persons and could be 
a pet. On several occasions, when her demands became overpower- 
ing to the chronic service personnel, the chief of service inter- 
vened, and Barbara responded in a childlike manner to his interest 
and attention. She became generally subdued in manner, and she 
acquired the habit of calling for him when she had difficulties. 
When he knew that he would be leaving shortly, he brought the 
patient to the writer, a social worker, saying simply: “Take care 
of her as you did the others. She has limited possibilities.” Thus, 
began a period of transformation from a difficult child to a some- 
what sophisticated young lady. It required three years of daily 
contacts, six days a week. 

Our introduction was formal, in the sense that her doctor 
escorted her to my office and departed after a few brief comments. 
I sensed her loss at his departure and felt that this youngster 
obviously “had made the rounds” of the “professionals.” 

I offered Barbara a cigarette and mentioned the fact that we 
had a mutual friend, her doctor. Barbara said, “He is nice.” I 
replied, “He is a peach, and since we have the same friends, please 
come over to this office often. The door is never locked.” A patient 
walked into the office at that moment, went to a large file cabinet, 
opened it and said, “I am leaving my overshoes in the drawer; 
this hospital has too many crooks.” I greeted him by name, gave 
him a few articles from my desk drawer that he had requested 
me to keep for him, and he went on his way. Barbara looked a 
little astonished. However, I explained that most of the things in 
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my office and in the drawers were on loan, or were in keeping for 
a number of people. 

We talked a few moments longer, and another patient came into 
the office, complaining. I asked him to sit down in front of the 
desk, listened a moment and then said, “Waldo, will you please 
bend forward?” He obliged, and I picked up a wooden name plate 
and tapped him on the head, explaining to both Waldo and Bar- 
bara, that this was a special object. Waldo immediately burst out 
laughing and explained, “It’s her Braining Machine.” I commented 
to Barbara that it was my special treatment, and chased Waldo 
out of the office, laughing. Barbara was somewhat overcome. 

I suggested that we go to the canteen and get something to 
munch on. Barbara readily accepted, and we returned with potato 
chips, ice cream and soda. Barbara ate her ice cream, but was 
hesitant about taking the potato chips. Perhaps it is well to note 
that in institutions such as hospitals, patients and employees are 
separated during meal times; and employees never eat with the 
patients. The “breaking of bread” even if the bread is potato 
chips with an employee was a new experience. Barbara spent 
about three hours in my office that day. She was startled by the 
number of people arriving and departing, the informality of be- 
havior, and the language used. Although my attention was not 
centered upon Barbara—the telephone rang constantly; people 
arrived, some sitting down for a few minutes; and the general 
appearance was one of chaos—she seemed to enjoy it. Just be- 
fore Barbara left, a large well-built man, who was rather disturbed, 
arrived, saying that the steamed food in the cafeteria was giving 
him diarrhea. He delivered quite a discourse on steamed food, 
constipation and diarrhea. He then requested me to open the short- 
cut entrance to the cafeteria. I took the few remaining potato 
chips from the desk, placed them in his mouth and told him that 
the potato chips would either kill or cure his diarrhea. Then I 
opened the door to the cafeteria. I asked Barbara what time she 
had to go to the cafeteria, and she answered, “About now.” I 
showed her the short cut and informed her that she was now a 
member in full standing of the “Freshest Office in America.” Be- 
fore opening the cafeteria door, I said, “Please stop in again.” 

The following morning Barbara greeted me at my door and thus 
began a three-year relationship with innumerable up and downs. 
Frequently, when I had considerable dictation to complete, I sta- 
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tioned Barbara at the door with the instructions: “Do not breath, 
stand guard, and if anyone is looking for me, tell them I have 
taken a slow boat to China.” Barbara often spoke of her life, of 
her foster parents, who were attendants at another state hospital 
(a matter connected with her fantasy about parents) and of her 
brother. I did not press for information or take any “professional” 
stand. At noon, I often went on errands and would take several 
patients along for a ride. Barbara went a number of times. The 
time came for privacy, with attention centered upon Barbara as 
“the one and only.” We went to my “second office” which, by the 
way, made the best banana splits in town. As the relationship 
grew, Barbara became interested in her personal appearance. (She 
now combed her hair, took baths and became interested in her 
clothing.) 

I received several donations of clothing and Barbara was told 
to pick out what she wanted. She constantly referred to herself as 
“us teenagers.” Once she wanted all the items donated. Rather 
than directly refuse, or attempt a logical or philosophical discus- 
sion with a youngster who had shared, but yet been deprived, all 
her life, I simply asked her, if she was a teenager, why in the 
world did she want to dress like someone’s grandmother. She 
readily accepted this and was pleased at my concern over her 
selection of clothing. 


At about this time, a fight occurred in the cafeteria. Barbara 
attempted to defend another patient and things got out of hand. 
Barbara was held down by several attendants and placed in seclu- 
sion. This incident was about two months after our meeting, and 
she had begun to spend a considerable amount of time in my office 
or near my office. The following day, I did not see Barbara and 
inquired late in the afternoon where she was. I went to the ward, 
asked the nurse to open the door, and found Barbara sitting on 
the floor of the seclusion room. (Before going to the ward I had 
bought bags of candy and potato chips and picked up my desk 
name plate.) 

Barbara had evidently been pounding on the door all the after- 
noon. Several male attendants were on call in case she acted up, 
and the nurse had been reluctant to open the door without the 
doctor’s permission. Apparently, I forced the issue when I told 
the nurse to call the doctor if need be, but that I wished to speak 
to Barbara alone. I entered the seclusion room, tapped Barbara 
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with my “Braining Machine,” and we sat on the floor and talked. 
The nurse arrived to give permission from the doctor and bring 
Barbara’s dinner. Barbara was ready to turn the tray over, but 
I caught it. I sat on the floor and fed Barbara, over her protest 
that she hated clam chowder. The feeding, the “Braining Machine,” 
and the fact that I scolded her in a joking manner implied to her 
that I loved her. The following day, she was “on parole” and 
she began to talk about how she felt about the need to defend 
herself, and about the fact that her stomach hurt. She complained 
that a male attendant had “stepped” on her stomach. She then 
said that the medication she took made her feel in a bad mood. 

For months our discussions centered about why her stomach 
hurt, and about her medication. Gradually, she tested the situa- 
tion; she had tantrums in my office and also decided that my office 
was a good place to sleep. Whenever she did not feel well, she 
would place two large chairs together, roll up in a knotted position 
and sleep for several hours. She was fairly comfortable even 
though people came and went as they wished. Several times [ 
returned to the office to find her in a new position for sleeping. 
Following several thousand bags of potato chips and innumerable 
banana splits, we graduated to Italian “grinder” sandwiches, as 
a turning point to constructive emotional growth. 

Barbara frequently became jealous of other female patients, 
spoke of not being loved, and so forth. During this period, she 
began to imitate my pace in walking, became extremely possessive, 
and openly expressed feeling hurt that I even spoke to other pa- 
tients. To cope with the situation realistically, I made note of the 
fact that Barbara had found a number of employees who petted 
her, and I encouraged what relationships she made. She gradually 
began to make friends with other young patients, but she made 
certain that her friends were not girls who would give her com- 
petition for affection. On numerous occasions she took a chance 
of staying alone or without friends, rather than take part in a 
plan to run away from the hospital, or take a drink at a local cafe, 
or do some such thing. She saw her friends returning to the hos- 
pital drunk and being locked up, and remarked that “they were 
foolish.” 

As her confidence in people grew, Barbara was not above ask- 
ing for a dime for potato chips, a dollar for the movies, and the 
like. She began to save money and to buy items of clothing that 
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she wanted (with additional financial assistance from one and 
all). It suddenly occurred to her that in order to handle money, 
she needed to add and subtract. The teacher at the hospital started 
a series of reading and mathematics classes. Barbara enrolled, 
after insisting that she would only learn what she wanted to. Three 
weeks later, I asked Barbara’s teacher how she was progressing. 
She informed me that she had attended one, or possibly two, classes 
and that she had not seen her sinee. I found that Barbara’s two 
favorite western programs were on television at the same hour 
as her classes. In effect, the TV programs simply afforded a so- 
cially-acceptable way of telling me she was “scared stiff” about 
how little she remembered. For two weeks, we discussed this. 

One afternoon Barbara returned to classes of her own accord. 
She rapidly learned her arithmetic, but blocked on reading. The 
block involved two factors: first, reading material was at a first- 
year level (something which created guilt and resentment in Bar- 
bara) ; and, second, she memorized pages. She insisted that I teach 
her to read, and we compromised. Barbara, her teacher and I met. 
We agreed that Barbara would go to school daily and could recite 
her lesson to me but that her teacher would teach, correct and 
grade her work. Barbara thus had two allies. The difficulty in 
reading continued, however. Some days she read well, other days 
she read words backwards (i.e., “saw” for “was”). We made quite 
an issue about getting Barbara’s eyes examined and she enjoyed 
the attention afforded. She broke three pairs of glasses in five 
weeks during tantrums (caused by loss of attention). The present 
pair is still on her nose after much discussion. 

Barbara became extremely depressed on week-ends, and would 
frequently ask for medication or to be locked up. An agreement 
was reached that she was not to be locked up until I was notified, 
but medication continued at her request only. I confronted Bar- 
bara with the effects of the medication in a somewhat reproachful 
manner. She appeared at my office on several Monday mornings, 
groggy and depressed. Each time, she told me of the medication 
she had asked for the evening before, and spoke extensively of 
her loneliness. On each occasion, I told her to sit in the chair 
and not “to move.” I insisted that she eat a candy bar whether 
it was 8:30 a.m. or 12:00 noon, explaining that the nourishment 
from the candy (equalling the nourishment of our relationship) 
would counteract the bad effects of the medication. She began to 
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request medication less and less and began to tolerate a mild de- 
gree of frustration (no longer doing such things as breaking a 
windowpane when unable to go to the movies). 

After eight months, she was refused medication without direct 
permission from the chief of service or myself. She accepted this 
and began voluntarily to speak of not needing medication. One 
Sunday evening, she became extremely depressed, and told the 
nursing personnel she was going to do something violent if she 
did not get medication. They called the chief of service who, in 
turn, called my home. I arrived at the hospital with my “Brain- 
ing Machine,” caught up with Barbara after two complete tours of 
the building, and spent two hours in her room. Barbara went to 
bed after I left. 

In relation to Barbara’s overt behavior, dress and interests, the 
ward personnel commended and rewarded her for meeting their 
expectations. Almost daily she could depend upon a dime or a 
quarter, a new skirt or a pair of slacks, not to mention bedtime 
snacks provided by one and all. 

Her rewards increased in relation to her disapproval of join- 
ing with a group of young patients who frequently ran away from 
the hospital, drank liquor, and returned to the hospital the follow- 
ing morning boasting of their adventures. In effect, Barbara 
chanced remaining alone rather than among her peers who fre- 
quently annoyed and tormented the ward personnel by their demon- 
strative acting out. In discussing this matter, it was apparent 
that Barbara was somewhat ill-at-ease in mixed groups; moreover, 
she had just discovered that boys were “cute”; and she could not 
permit herself to express this matter without feeling extremely 
self-conscious. Although she was ill at ease in mixed groups, she 
developed quite a repertoire of rock and roll records, became ex- 
ceedingly proficient in dancing, and an expert on hit tunes. On occa- 
sions, she was requested to teach a few rather “safe” (usually 
socially insecure middle-aged) patients the steps of rock and 
roll. 

She met her first boyfriend as a result of teaching rock and roll. 
Although he did not meet her criterion of middle age, he repre- 
sented the socially insecure schizophrenic patient in remission, who 
offered no competition, and who did not present the bold and blunt 
features of the adolescent. As he was “safe” to be with, she per- 
mitted herself to accompany him to the movies and “out for pizza” 
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(“he paid for everything”). On their third date he took her to his 
grandmother’s home after the movies. He was aware that there 
would not be anyone at home; but did not tell her so. After raid- 
ing the ice box, they teased one another. He led her to the bed- 
room where they wrestled momentarily. However, as he made 
amorous advances he finally pulled up her skirt. Barbara became 
terrified, ran out of the house and came directly back to the 
hospital. 

Her behavior following this incident was loud, arrogant, and 
demanding, although basically she was depressed, frightened and 
perplexed. She complained of an upset stomach, and inability to 
retain her meals, and attributed this distress to the irregularity 
of her menstrual periods. For several days, she made a point of 
curling up on two chairs in my office and sleeping through a con- 
siderable amount of office activity. She diagnosed her illness as “a 
sick stomach—only milk stays down.” There was an ironical de- 
velopment at this time. Barbara was aware that I intended to 
place a blind patient in the community. She pleaded to accompany 
me, saying that she could help the blind woman, as she knew about 
nursing. Returning from the placement of the blind woman, we 
stopped at a restaurant, and I read the menu to Barbara. (It 
should be noted that she had not eaten properly for three days.) 
She devoured a king-sized order of fried fish, French fried pota- 
toes, cole slaw, bread, ice cream. She explained her order for 
chocolate milk by saying it was “for my sick stomach.” 

When I commended Barbara for her splendid assistance, she 
gleefully announced that she had helped the nurses on the ward, 
and had taken care of her guardian’s children and of other chil- 
dren “with people that I lived with.” The last statement was her 
first admission that she had lived elsewhere than in hospitals, 
orphanages, and her guardian’s home. Throughout her record, 
notes are frequently made to the effect that she denied ever having 
been placed with private families. However, when I simply asked 
her what she had done, she elaborated rather fully, discussed the 
people, the placements and the demands placed upon her. For 
the next few days, she spoke of how she had been abused; and she 
continually looked for reassurance and agreement on my part. 
To indicate that I felt that she had been ill-treated I would repeat, 
and ask, “Do you really mean you were never allowed to go to 
the movies, or out by yourself at any time?” She seized upon this 
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as a sanction, and related all the incidents of her placements that 
she could recall, up to the time that she was taken to court for 
the signing of commitment papers to a state school. 


Although on several occasions during this period, Barbara never 
appeared to have any difficulty retaining her meals—irrespective 
of fried foods or highly seasoned dishes—she evidently con- 
tinued her complaints of an upset stomach to the nursing person- 
nel. Her complaints brought her part of a night supervisor’s sand- 
wich, an extra dime for milk or ice cream, and the like. Members 
of the staff became concerned with her medical status, and an 
appointment was made for a physical examination. 

Shortly after her examination, she came to my office looking 
perplexed. She inquired what the word “pregnant” meant and, 
in the same breath, asked if it meant babies in the stomach. I 
sensed a change in the tone of her voice, showing fact and fear 
simultaneously. Rather than attempt a medical discussion, I simply 
defined pregnancy as going to have a baby. Upon inquiry, as to 
who told her she was pregnant, she informed me rather proudly 
that the doctor had told her that she might be pregnant but that 
“they would have to take tests.” She replied in her usual tone, 
seeming less frightened. However, when I was again asked if the 
baby would be in the stomach, I replied, “Yes.” Thereupon she 
asked me for two dimes for two bags of chips, “for me and the 
baby.” 

It developed that Barbara was not pregnant. The attention given 
by the personnel during this period (rabbit tests) satisfied her 
needs of status by making her “a big-little teenager-kid.” She 
subsequently obtained recognition from two other patients who 
frequently spoke of their escapades with men. She was invited to 
accompany them to the movies, to go swimming, and on one occa- 
sion to go on a date. She left her escort and ran back to the hospi- 
tal. Except in groups of all teenage girls she could not accompany 
other patients. Barbara was the most stable of the three girls 
who went out together; she excelled in everything that she did as 
she had to compensate for her inability to mix with boys. She 
became proficient as a rock and roll dancer, but now limited her 
dancing to other female patients or to middle-aged male schizo- 
phrenic patients in remission, who offered no threat in the way 
of age or sex. Her concept of socialization reflected a dicthotomy 
in her wishes. She expressed a preference for being different yet 
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she did not wish to put aside her wish to be like others. Hypothet- 
ically, socialization implies the ability to achieve control in terms 
of group expectations vs. individual expectations. In addition, 
peer group identification reflects social expectations, attitudes, 
likes and dislikes. 

Barbara’s entire developmental sequence reflected peer group 
identification, in effect the lack of any adult image. It was shown 
in her continual use of “we” rather than “I,” her childhood mem- 
ories of “all us kids at the orphanage,” and her enforced social 
outlook—achieved through disciplinary methods. Circumstances 
blocked the development of individual expectations to a large 
extent. In essence, by virtue of her training, she had learned to 
share a desired object, assume group restrictions, and the forma- 
tion of an accepted social attitude. At this point, it could be specu- 
lated that illness could be equated with individuality which in turn 
equalled hospitalization. 

Although Barbara’s hospital course was not ideal in any sense, 
it nevertheless afforded her expression of individual needs. The 
lobotomy, the shock treatments, the extensive periods of seclusion 
and other procedures reinforced the disciplinary patterns of her 
behavior. And, as a result of frustration, came a development that 
did not exist in the orphanage. Barbara would make a point of 
attaching herself to a motherly attendant, an adult figure. On 
one occasion she had run away from a hospital. She was picked up 
by an attendant and her husband who were on the way home. They 
subsequently became her “adopted” parents. Moreover, they played 
the role to the extent of taking her home for day-visits, acting as 
parents and writing her notes when she was transferred to Wor- 
cester State Hospital. Barbara asked permission to call up her 
“adopted” parents. She telephoned them on three occasions from 
my office. Each time, they promised to visit her, take her “home” 
and the like. The fourth time, however, she was completely re- 
buffed. They told her that they could not take her home, that they 
were working hard and that she would have to find “another 
couple of parents.” Barbara responded by turning all the chairs 
in my office upside-down, kicking the desk and throwing a few 
books. She suddenly turned and looked at me, and I asked if she 
was finished. She replied: “Yup, I don’t need them. Can I have a 
dime; no two dimes, one for me and one for a cup of coffee for 
you?” : 
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Soon after the rebuff by her “foster parents,” Barbara displayed 
an extreme need to cling to, and identify herself with, every adult 
that showed her some small kindness. Within weeks she had en- 
listed, and involved the emotions of, two motherly telephone oper- 
ators. The operators invited her out to dinner, to their homes for 
day visits; and, subsequently, they and their families became the 
objects of her identification. She managed to refer to their hus- 
bands as “Daddy,” tease innumerable favors, and play one member 
of the family upon the other. At this point, she became more de- 
manding and arrogant toward the hospital personnel. If scolded, 
she would run to one of the operators and report that she was 
being mistreated. The operators each had some misgivings already 
about the ward personnel, and on oceasions would express their 
feelings. Barbara had enlisted two sets of foster parents, won the 
favor of her doctor (of whom she reported that he knew “all 
about us teen-agers as he has kids of his own’) and had “her own” 
social worker. She presented a vivid picture of a person with a 
persistent need to share the essential features of “being like or 
the same” as others to such an extent that she mimicked the ways 
of identifying of other patients who had families. She openly 
spoke of her brother and of the people who brought him up, and 
insisted that contact be made with her aunt. 

In essénce, Barbara’s behavior reflected the operation of a social 
process which first showed her what the rewards might be of react- 
ing to an external or environmental situation by changing herself. 
Basically, her behavior was molded by the expectations of society, 
and was developed in terms of expressing her own needs, and gain- 
ing the recognition and response of the individuals who became 
the objects of her search for identity. Overtly, she became con- 
cerned with her appearance, she would save small sums to buy 
a new skirt or blouse; she asked to have a permanent; she became 
interested in blending her outfits and colors; and, above all she 
managed to have other patients do her ironing. She suddenly be- 
came aware of her ability to make decisions and to take a stand 
on matters concerning her. Formerly, she had simply accepted 
the decisions of adults, irrespective of whether she was right or 
wrong. 

Right and wrong, good and bad, were concepts which were diffi- 
cult for her to differentiate. On many occasions in her past she 
had been punished for things that were not her fault, or for rea- 
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sons that were not clearly defined. She began to discuss her in- 
ability to differentiate good and bad, and explained her reasons 
for aggressiveness when mishandled. She said that when several 
attendants had attempted to put her in seclusion she fought “like 
I was violent ’cause I had to protect myself, and I did not think 
that I did anything wrong, but I had to show them, as they would 
not listen to me anyway.” Her statements showed that she was 
aware of the conflict between valuing and rejecting adult authority. 
Her abrupt awareness, and her verbal expression, of adult ethical 
standards became intensified by her realization that adults were 
not perfect. Obviously, her objection to the laxity of adult behavior 
was motivated to some extent by childhood patterns of idealiza- 
tion and by reliance upon adults as a source of moral support. 
The first adults that she had had contact with were nuns, mothers 
and saints, their roles changing constantly. Nevertheless, adult 
values manifested themselves in hostile generalizations and accu- 
sations, in the sense that she appeared prone to exaggerate situa- 
tions with opinionated statements in the attempt to justify her 
hostility. She made any relationship personal—as accepting or 
rejecting—irrespective of the circumstances. Frequently she would 
be “at war” with one of the telephone operators if the operator 
had not recognized her the moment she appeared at the switch- 
board window, regardless of whether the operator was under the 
constant pressure of a number of calls. Her expectation of perfec- 
tion and assurance, conflicting with her recognition of the laxity 
of adult behavior, reflected itself in her constant demands, her in- 
ability to trust, and her need to test continually everyone who 
came in contact with her. 

Her behavior showed an extreme degree of egotism and self- 
interest. Fromm* remarks that there is a social taboo on strong 
self-interest. The attitude, he says, is that selfishness is “more or 
less synonymous” with self-love, and that to love others is a virtue, 
and to love one’s self is a sin. He suggests that the Freudian inter- 
pretation would be in accord with the taboo in contrasting love 
for others and love for the self, and finding them mutually exclu- 
sive. 

In essence, love, to Barbara, meant self-actualization in identify- 
ing herself with adults and adult values. Love implied adult sanc- 
tions of satisfactory behavior, continued acceptance and the re- 

*Fromm, Erich: Selfishness and self-love, Psychiatry, 2:4, 507-523, November 1939. 
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wards of friendship. When she had reached this point, Barbara 
expressed feelings of having been denied a home, a family, and the 
usual daily community life. Although she referred to the “people 
that brought my brother up,” she asked, in effect, why “no one” 
had brought her up, why she was different. 

For about three months, she thought this over. Her feelings of 
being rejected and denied “the same things as other teenagers” 
were her most prominent productions. On weekends, she became 
extremely depressed. The fact that other patients had visitors 
reinforced her feelings. Once she broke a few windowpanes when 
the supervisor refused to “lock her up.” 

In discussing this the next morning, she recognized that the 
staff did not share her fears that she was violent. She said she 
broke the panes because she was angry when the ward personnel 
refused to “lock her up,” then, to protest her frustration, broke 
another pane of glass in the office of the nursing supervisor. Never- 
theless, she was still not “locked up.” Her explanations stressed 
her need to strike out when frustrated. Breaking the pane of glass, 
after she had been frustrated, had prevented her from “hurting 
anyone” (or from herself repeating the pattern of previous prov- 
ocations, with the resulting use of physical force to put her in 
seclusion). She said, “Nobody else just breaks windows when they 
get mad.” Her remarks illustrated vividly her quest for more 
extensive channels of expression. By comparison with her history, 
she had learned to cope with and control her emotional outbursts 
to some extent. She persistently compared herself to a number 
of young women patients who left the hospital and returned home. 
She became increasingly jealous and demanding, and flatly de- 
clared: “What’s the use, [’ll never get out of these hospitals.” 

It seemed advisable at this point to offer her a “deferred place- 
ment.” For two months we discussed placing her in a family care 
home. It was emphasized that such a placement would be tempo- 
rary, that the family would be specifically chosen, and, above all 
that she would be the only one from the hospital placed in this 
home. The prospect appealed to her. When the home was viewed 
as a point of departure or temporary environment, her fears of 
being returned to the hospital if she could not “behave” were some- 
what alleviated. She frequently compared herself to patients who 
returned to the hospital from visits as a result of getting into 
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difficulty, saying they were being foolish and “not trying to get 
well,” 

In an attempt to alleviate her fears that she was not wanted 
or loved at the hospital, arrangements were made for her to return 
weekly to continue her schooling, and see her doctor and social 
worker. She then felt assured that her position of being loved 
would not be destroyed if she left the hospital grounds. 


It should be noted that the home of Mrs. S. was selected for 
placement on the basis that for a number of years she had taken 
disturbed male adolescents from the hospital, had provided a per- 
missive and understanding home environment, and was not per- 
turbed by emotional outbursts. 

Several weeks before her placement, Barbara spoke with Mrs. 
S. in person and, on successive occasions, by telephone. She asked 
Mrs. S. innumerable questions as to what she could do, inquired 
as to whether she could watch TV western programs, and whether 
Mrs. S. would teach her to bake a cake. The week following her 
placement she appeared at the hospital, gleefully carrying a white 
box. She told one and all that she had baked a cake for her teacher 
—and she did all her math problems. Barbara then spent two 
and a half hours visiting her doctor, her social worker, and at- 
tendants and nurses who had befriended her. She was pleased with 
herself and extremely responsive to the reception given her by 
the hospital personnel. She said, however, “I never want to come 
back to those places !” 

Five weeks later she began telephoning my office, saying that 
she was “just lonely.” To some extent, the novelty of the place- 
ment had worn off; however, the following week, her embarrass- 
ment in explaining what was wrong implied that a competitive 
element was operating. 

Apparently, Mrs. S.’s grandchildren spent the day at school. 
After school and on week-ends, they sometimes attended church 
socials. Barbara was invited to accompany them; but she said, 
“T don’t know any of those kids.” Although she could take part 
in activities and conform to social expectations in behavior, she, 
nevertheless, felt insecure. fer insecurity, her necessarily guarded 
behavior, and her eventual withdrawal showed the existence of a 
basic conflict between her feelings and the expectations of her 
peers. Competition had an aspect for her in which she compared 
herself with others, looking for signs of potential failure in her- 
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self; and it attracted her on the other hand by the possibility that 
it would show that she had talents that could be developed. 


Basically, adolescents recognize their position as a transitional 
one. The adolescent, in transition, is forced to rely for his stand- 
ards on comparison with the average of his peers. Vagueness and 
doubt as to the adolescent role imply the operation of competition 
between the adolescent and the adult. There is need for approval 
by adults; and, to gain recognition, there must be enforcement by 
adolescents of strict codes of conformity. Frequently, the codes 
of conformity established by adolescents are imaginary in the sense 
that approval in itself, irrespective of what is approved, serves 
in itself as an end. Barbara immediately recognized her inability 
to compete on the basis that she had “no people” to justify her 
attendance at the church socials. Although she lived in the S.s’ 
home, she realized that she could not identify with them as “her 
people.” Other adolescents had people; she had been deprived of 
a family. But to compete among her peers, she first needed the 
assurance that she had a family to identify with. 

She was aware that she could no doubt perform according to her 
age-grade ; nevertheless, she was acutely aware of her inability to 
answer questions about, or to justify “whence she came.” She could 
act a role, dance a role, display likes and dislikes similar to the 
others’, yet she could not provide an object (family) to identify 
herself with. Barbara’s keen sensitivity immediately created a 
conflict between her wish to participate and her inability to meet 
the standards of her peers. After going a few times, she refused 
to attend church socials, withdrew from the S. grandchildren, and 
began to telephone my office to say she was lonely. In discussing 
the situation, she plainly displayed her feelings of anxiety and in- 
security among adolescents who had “people of their own.” The 
problem of identification became an object of her anxiety and she 
frankly declared on a visit to me that she might have to return 
to the hospital, “I am getting no place just staying there.” In reply, 
I asked her whether she would like to remain at the hospital. She 
said she would let me know when she was ready to return, and 
departed. 

The following Monday morning I received a telephone call from 
Mrs. 8., reporting that Barbara had become unmanageable. She 
had annoyed and taunted the 8S. family by going to a small pond 
three times the previous day. She had been told not to go near 
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the place, and that it was particularly undesirable to go there on 
Sundays as men gathered there to fish, drink, and sing rather 
crude songs. The fact that she was told not to go, provided an 
excuse to provoke Mrs. 8S. to have her returned to the hospital. 
Although she could talk about her need to return to the hospital, 
she could not assume the responsibility of initiating the return. 
Her former pattern of provoking people appeared to be the most 
obvious recourse and the “least of the evils” that she might choose. 
When I arrived at the S. home, Barbara was resistive, provocative, 
and made an earnest effort to agitate one and all. The matter was 
quite simply handled by telling Barbara that she was acting impish 
to defend herself, and was also wondering whether she could trust 
me. If I punished her I would be like every other person connected 
with the hospital. Barbara looked startled; whereupon, I suggested 
that we stop on the way back for a banana split. Shortly afterward 
—hbetween several scoops of ice cream, innumerable syrups and 
whipped cream—Barbara explained her position in the S. home 
and the conflicts she faced, and asked how she could be like other 
“teen-agers.” 


She answered her own questions the afternoon of her return to 
the hospital. She and several teen-age patients went to a near-by 
amusement park for swimming. As they did not have any money 
to pay for the rides at the park, Barbara flirted with several boys. 
She proudly returned to my office, announced that she had picked 
up some friends at the park, had gone on several rides and had 
had hot dogs, cakes and ice cream. 

Frequently, the community is referred to as a socializing agent. 
The more contact with the community, the greater the sensitivity 
to the codes of conduct. Barbara’s short stay at the S. home had 
provided her with the opportunity to assess the community and 
to mingle with individuals who reflected the values of approved 
conduct—and who subsequently provided a model for behavior. In 
essence, I pondered whether the conn. .:ty was a socializing or 
corrupting agent. 

In the weeks and months that followed, Barbara developed as- 
surance, independence, and leadership. She felt secure living at 
the hospital, and spoke of having her own room. However, she 
qualified her position in the hospital: “I am not really a patient 
as I can come and go as I want—I just live here ’cause I got no 
home.” 
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At the present writing, Barbara is a well-developed, attractive 
adolescent who voices the proper social attitudes and values. On 
the other hand, she reflects considerable immaturity in relation to 
her chronological age-grade of 20. Within the past five weeks she 
has acquired a boyfriend who is interested in marriage. He, on the 
one hand, complements Barbara and she, in turn, complements him 
in his need to protect and care for her. Although their relation- 
ship is a reciprocal one, he has also become her appendage—to 
compensate for her own inadequacies, protect her and provide her 
with her need to be needed and loved. 

Looking backward, Barbara’s life had to some extent been mo- 
tivated by continually futile efforts to emancipate herself from a 
position of dependency, protection, and supervision by adult au- 
thority figures. Her unconscious seeking of self-provoked punish- 
ment for her rebellious feelings toward authority figures hindered 
and thwarted—to some extent—her acknowledged aim to emanci- 
pate herself from adults. On the positive side, encouragement 
given to Barbara for success in certain areas induced her to chan- 
nel her activities in a fashion which gave her the opportunity to 
assert herself as an individual. 

In summary, Barbara’s case typified in many ways and in an ex- 
treme form the processes entailed in socialization. Her behavior 
was partly molded by external conditions, which necessitated the 
actual creation of avenues to express her human needs. Her adapta- 
tion to the expectations of society can be considered dynamic from 
the analytical standpoint—as shown in her vivid display of her in- 
herent needs to participate in, and identify herself in, the realm 
of society. 


Worcester State Hospital 
Worcester 1, Mass. 


BIBLIOGRAPHY 

Bettelheim, B.: Truants from Life. Free Press. Glencoe, Ill. 1955. 

Bird, B.: A specific peculiarity of acting out. J. Am. Psychoan. Asso., 4:4, October 
1957. 

Erickson, E.: Childhood and Society. Norton. London. 1950. 

Fromm, E.: Selfishness and self-love. Psychiatry. 2:4, 507-523, November 1939. 

Hass, Rita: Rehabilitation—a process. J. Soc. Ther., 5:4, 1959. 

Reiss, B. F.: Communication in psychotherapy. Am. J. Psychother., XI:4, 774-789. 
October 1957. 











A MENTAL HEALTH SURVEY OF OLDER PEOPLE. II* 


BY THE STAFF OF THE MENTAL HEALTH RESEARCH UNIT 
New York State Department of Mental Hygiene 


CONTENTS 

PAGE 
WT cn bbk aks Mabe Us.052 00 Deb bos COdeE Bhs beeees oh 0kns ves 45 
1. THe PopuLaTion Stupmp aNp MetrnHops Usep*® ................ 49 
1.1 Description of Population and Area .................eeees 49 
REE CN ec ec eee REE Che Cece coe s bec ceerebisececes 49 
L329 Thes Bie Garvey Tees i BENE i CR 52 
12: The Bpeclal Mammoratiete oi i 6 5 a. Ce ves 61 
EE PT PELOTON Fo OTe eT TET TET 63 
1.31 Selection of Interviewers ...... an Ce Moana hs wv Race 67 
LBD -Tralerine. of Intervie Wate jocks occ ncdansiedeccnccccineses 68 
1.33 Organization of Interviewing ..............sseeeeeees 74 
1.34 Instructions to Interviewers ............eseeeeeeeeees 76 
Se. BUREN BOOIITE TOIT o.oo. 6 ko o:00.9:h.0 050-00 org eninesasees 94 
Dy Wr POI I So sven 15 co padede ocuatesace cones es 253 
2.1 Comparisons between Sources of Census Data .............. 253 
2.11 The Special Enumeration of 1952 Compared with the Federal 
Gemma 60 1080. EOI AT OE oS, COREA 253 
2.12 The Interviewed Population Compared with the Not-Inter- 
WOE ii oko KE AA SE a He  S 255 
2.2 Interviewer and Rater Variability .............seseeeeeees 260 

2.21 General Remarks on Appraising Estimates of Health 
i: AE ba hie a ps:ccse  ninbaseina Ges eawerndssmhesame ses 260 
2.22 Variability Among the Interviewers ...............++: 267 
2.23 Comparison of Interviewers’ and Field Psychiatrist’s Ratings 
Sk EE. CEE Sco con cgee seWi res sdecensscespoane 269 


3. Funpinos (To appear in PsycHiaTRiC QUARTERLY SUPPLEMENT, Part 
1, 1960) 
3.1 Social and Personal Characteristics of the Population 
3.2 The Distribution of Cases of Mental Disorder 

4. Summary (To appear in PsycHIaTRIC QUARTERLY SUPPLEMENT, Part 
1, 1960) 

*This is Part II of a three-part report, prepared by the staff of the Mental Health 
Research Unit of the New York State Department of Mental Hygiene, Syracuse, N. Y., 
of which John H. Cumming, M. D., is now director. Part I was published in THE Psy- 
CHIATRIC QUARTERLY SUPPLEMENT, Part 1, 1959; and Part III will appear in THE Psy- 
CHIATRIC QUARTERLY SUPPLEMENT, Part 1, 1960. 

**Page numbers of Foreword and “1. The Population Studied and Measures Used,” 
and its subdivisions are to THE PSYCHIATRIC QUARTERLY SUPPLEMENT, Part 1, 1959. 


The paging for “2. Sources of Possible Bias,” and its subdivisions refers to the present 
issue. , 











STAFF OF THE MENTAL HEALTH RESEARCH UNIT 253 


2. SOURCES OF POSSIBLE BIAS 
2.1 Comparisons Between Sources or Census Data 
2.11 The Special Enumeration of 1952 Compared with the 
Federal Census of 1950 

In Section 1.2 the special enumeration of the six survey census 
tracts was described. The study population was defined as the 
persons who lived in the selected census tracts in June 1952 and 
whose sixty-fifth birthdays occurred before June 1, 1952. The spe- 
cial enumeration was the method used to identify the members of 
this population. 

In Table 2.11-1 the characteristics of the populations occupying 
the survey census tracts according to the federal census of 1950 
are compared with those reported by the special enumeration of 
1952. 

The special enumeration reported a smaller population over the 
age of 65 than did the earlier federal census. The 1950 federal 
census reported 1,903 persons in this age group, the 1952 special 
enumeration reported 1,805. 

This difference is not evenly dispersed among the different cen- 
sus tracts. The later enumeration gave larger than the 1950 popu- 
lations for some tracts and smaller populations for others. If the 


Table 2.11-1. Comparison of 1952 Enumeration and 1950 Census of Populations 
65 or More Years Old in Survey Area 








Population 
Characteristics 1952 1950 
enumeration census Ratio 
Total sibs ob Meacdawaeee 1,805 1,903 0.95 
Sex: : 
Men: aavee<gde Ri aee ew 815 884 0.92 
Wome. <cawcasicccece> 990 1,019 0.97 
Age: 
G6. to’ FE) Sobek vewden 1,198 1,321 0.91 
75 to: OK i Wits. cavidines 505 485 1.04 
85 and over ....-.ee6. 97 97 1.00 
Unknown ......eee00- 5 _— —_ 
Census tract: 
44 ili sh his cokes 287 362 0.79 
BB. o 0.8.é 5:44 Hhacthaterké 504 491 1.03 
ST iisckubimachceewess 208 224 0.93 
IB? Sore kee RNG Chews 341 322 1.06 
GTR ee eee Pee Oe 286 335 0.85 


4D i icnccomesecoassecs 179 169 1.06 
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number of persons over 65, reported in the 1952 enumeration, is 
expressed as a percentage of the number of persons reported in 
the 1950 census, these variations are more readily perceived. 

Tracts 41 and 27 had smaller reported populations, in all three 
age groups over 65, in the 1952 special enumeration as compared 
with the 1950 federal census. On the other hand, Tracts 18 and 
49, solidly middle class in character, showed increments in all age 
groups. Tracts 5 showed fewer persons in the 65-74 and 85 and 
over age groups, while Tract 42 showed fewer persons in the 65-74 
age group only. 

The relative concentration of the negative discrepancies in the 
65-74 age group rather than in the older age groups, and in Tracts 
41 and 27, are small. However, they could conceivably distort the 
findings if they reflected systematic omissions in a pattern highly 
related to certifiability or social characteristics, which were the 
focus of interest. 

These differences are subject to several alternative or comple- 
mentary explanations, however. The data available do not provide 
an adequate basis for selecting among these alternatives. The dif- 
ferences could be due to actual population changes produced by 
differential mortality and mobility. They may reflect temporary 
seasonal factors affecting the probability of finding people at home, 
particularly in areas with higher proportions of one-person house- 
holds and transient populations, such as characterize Tracts 41 
and 27. The differences between the two censuses may be the result 
of differences in the way in which they were conducted. Such dif- 
ferences may be a product of differences in definition (what con- 
stitutes residency ) ; or the way in which this definition was applied ; 
or of greater rigor on the part of the federal census in grappling 
with the difficulties of locating and classifying dwelling units, 
households and individuals in tracts like 41 (and, to a less extent, 
27), in which there is greater congestion of people and housing, 
more haphazard location of dwelling units, and a greater incidence 
of makeshift housing and household arrangements. 

It is important to ask whether there is a basis for presuming 
that the differences noted are related to “certifiability” and other 
variables included in this study. It is certainly possible to create 
speculative models which would link the differences in population 
size to the subject matter of the present study. However, with the 
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information currently available, it would not be possible to trans- 
form such speculations into testable hypotheses. 


2.12 The Interviewed Population Compared with the 
Not-Interviewed 


The study population was both defined and located by the special 
enumeration of June 1952. Since this enumeration provided cer- 
tain data about the whole study population, it is possible to com- 
pare, as to these characteristics, the part of the study population 
which was subsequently interviewed (88.2 per cent) with the part 
of the study population which was not interviewed (11.8 per cent). 

Members of the study population for whom an adequate protocol 
was prepared by the interviewers make up the group of “inter- 
viewed.” The “not interviewed” consists of the remainder of the 
study population. 

The known reasons for people to fall into the “not interviewed” 
group are: (1.) The person sought was not at home. (2.) The in- 
terview was refused (either by a member of the study popula- 
tion or another person in the home). (3.) The person had moved 
and could not be located. (4.) The person had died after the enu- 
meration. (5.) The protocol was prepared but was judged by the 
raters to be inadequate for the purposes of the study. (See Sec- 
tion 1.35, Part L.) 

The data collected by the enumerators came from household 
respondents who provided information about all members of the 
household. In some instances, these household respondents were 
the persons over 65 and were thus identical with the members of 
the study population. More often, however, they were other adult 
members of the household, and so were different sources of in- 
formation. In the process of analyzing the characteristics of the 
population interviewed, occasional discrepancies were found be- 
tween the information repcrted by the enumerators, as derived 
from the household informant, and the information provided by 
the interviewer, as derived from the member of the survey popula- 
tion. When this occurred, a decision had to be made as to which 
datum to code and punch. 

In most instances the discrepancy was resolved in favor of the 
information derived from the survey interview. As a result, the 
comparisons between the characteristics of the interviewed and the 
not interviewed populations are, in these instances, based on dif- 
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ferent sources of data. Ideally, these comparisons should be made, 
for the sake of consistency, on the basis of the enumerators’ re- 
ports alone. However, it was judged that the discrepancies which 
arose were too few in number to justify the investment required to 
recheck and recode the instances in which the enumerator infor- 
mation was modified on the basis of the interview information. 

Table 2.12-1 presents the frequency with which “not interviewed” 
occurred in selected fractions of the survey population. 

The rate for men, 13.7 per cent, was somewhat higher than that 
for women, 10.2 per cent. The pattern of not-interviewed by age, 
in five-year age intervals, differs between the sexes. The women’s 
rate rises steadily from a low of 7.9 per cent in the 65-74 age group 
to a high of 26.2 per cent for the age group 85 and over. The age 
pattern for men is U-shaped: it is 14.4 per cent for the youngest 


Table 2.12-la. Proportion of enumerated population for whom interviews were 
not obtained, according to selected population characteristics 








Number Not Interviewed 
Enumerated Number Per cent 
Men Women Men Women Men Women 
TO kc Lei Rach sews ae aes 815 990 112 101 13.7 10.2 
Age: 

NN TS pes igies bors nee vkoie 540 658 78 52 14.4 79 

PMO GE: ic nacéviedvenn ss 235 270 23 33 9.8 12.2 

BE GNA OVOF waevdscscscs 36 61 8 16 22.2 26.2 

WRROGR 5 coc s cepeebes oe 4 1 3 0 —_ -= 

Marital Status: 

OO 6 ibe cide 71 75 13 15 18.3 20.0 

Ee ers ee ee 504 342 66 26 13.1 7.6 

Widowed, divorced and 
DODOTOROE io nisivn dc ciency 232 571 28 59 12.1 10.3 

i) ye hE key ererrayp ee 8 2 5 1 —_ — 

Place of birth: 

Native-born ....sccseeees §15 711 79 67 15.3 9.4 
Onondaga County ...... 193 302 32 33 16.6 10.9 
Rest of New York State 214 272 33 25 15.4 9.2 
Outside of N. Y. State . 108 137 14 9 13.0 6.6 

Foreign-born .......++6. 291 272 27 30 9.3 11.0 
i gery Eee et he ree 104 63 11 6 10.6 9.5 
POO 5 iis wnccvavie dae 34 35 5 6 14.7 17.1 
Germany’ i..06.656065. 20 28 3 3 15.0 10.7 
co ees eee 38 43 3 5 79 11.6 
NE oss Sas As ded te 95 103 5 10 5.3 9.7 

TREO 56 60s dp 0dn ge 00% 9 7 6 4 -- — 
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Table 2.12-1b, Proportion of enumerated population for whom interviews were not 
obtained, according to characteristics of places of residence 





Number Not Interviewed 
Enumerated Number Per cent 
Men Women Men Women Men Women 





TAGE hs chniebidcnowbiaaes 815 990 112 101 13.7 10.2 
Census tract:* 
Stan ceeeseniadennas 104 104 11 7 10.6 6.7 
IG nbncecttcpisctghencts 159 182 27 27 17.0 14.8 
PEE Ta tees 111 175 19 27 17.1 15.4 
Bh: ks Sie Raw bois ASEHS HENS 141 146 24 9 17.0 6.2 
MS. deicss die vohencat cen 236 274 19 19 8.3 6.9 
EPO OY POR POR 70 109 12 12 17.1 11.0 
Length of residence at survey 
address :** 
Less than 5 years ....... 253 287 37 25 14.6 8.7 
5 to 9 years ......eeeee. 134 159 22 12 16.4 7.5 
10 to 19 years .......... 132 170 14 16 10.6 9.4 
20 or more years .......+. 262 337 31 41 11.8 12.2 
Unknown ......ccceeeess 5 12 3 5 — — 
Condition of housing: 
Good (A+B) .......... 45 75 12 ll 26.7 14.7 
Fader (Qi 665: oid Wicd 351 445 §1 56 14.5 12.6 
Poor (D) .....eeee: iia 324 389 35 26 10.8 12.2 
Very poor (E) ........6. 63 49 8 6 12.7 12.2 
Institutions ........eeee- 29 25 5 2 17.2 8.0 
Unknown ........eeeeee- 3 7 1 — — — 
Type of dwelling structure: 
Single private ........+. 261 335 34 44 13.0 13.1 
PIAS on ods anns eds amrncws-c 218 273 44 27 20.2 9.9 
Apartment ......seseeee 202 294 14 23 6.9 7.8 
BOOM cecccsvccccccccous 67 36 10 3 14.9 8.3 
Institution .........006. 29 25 5 2 17.2 8.0 
QUNEE 0.0.6 ts00b0scaeeebie 34 25 4 2 11.8 8.0 
Unknown ........606. ees + 2 1 0 —_ —- 
Number of persons in house- 
hold, including roomers: 
oo re Pee Sr eee 139 212 12 13 8.6 6.1 
TWO ..ccceseee ebWie ebikd 34? 371 4 31 12.9 8.4 
TRIG. cccdennvenas oan sie 158 202 16 23 10.1 11.4 
Four or more ........... 146 172 35 28 24.0 16.3 
Institution ..........+.6. 29 25 5 2 17.2 8.0 
Unknown .......seeeeees 1 8 —_ 4 _— _ 





*Admissions within the previous five years to nursing homes, homes for the aged 
and similar community institutions other than mental hospitals are allocated to the 
census tract of address on the admission record. 


**Exclusive of residents of community institutions described in first footnote. 
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age group 65-74, declines to a low of 9.8 per cent at age 75-84, 
and then rises to 22.2 per cent for the 85 and over age group. The 
sharpest rise occurs for both sexes in the 85 and over age group- 
ings. The not-interviewed rate for men exceeds the women’s rate 
in the younger categories but falls below it for age intervals be- 
yond 75. 


The higher not-interviewed rates for men in the younger ages 
probably reflects differences in the way the two sexes spend their 
days. Men are more likely to spend their time away from home, 
either at work, or—after retirement—in leisure activity, whereas 
women are both less likely to be employed and more likely to be 
home-centered in their leisure activity. The rate for men drops 
with age up to 75, and this may be related to the increasing with- 
drawal of men from the labor market. The increase with age for 
women, and for men beyond age 75, probably reflects a number of 
factors. A factor which is probably of considerable significance in 
this respect is the household pattern of the aged. Since a high pro- 
portion of aged persons do not live in their own households, others 
with whom they live may be more inclined to “protect” them, espe- 
cially to “protect” those in more advanced years or perhaps in 
more enfeebled condition, from all sorts of inquisitions. This sug- 
gestion is supported by the anecdotal experiences reported by the 
interview staff and the data presented by numbers of persons in 
the household (Table 2.12-1b.). 

The smallest not-interviewed rates are for respondents in one- 
person households, a finding which holds for both sexes and both 
age groupings, 65-74 and 75 and over (Table 2.12-1b). The pres- 
ence of others in the household, also suggesting subordinate house- 
hold status for the aged, scems to raise something of a barrier in 
obtaining an interview with an aged respondent. 

The proportion not interviewed varied with economic status. 
There are two measures of this relationship. There is available 
a@ socio-economic composite index score for the census tract as a 
whole.* The rates varied among the six census tracts ranging from 
a low of 8.7 per cent to a high of 16.1 per cent. The census tracts 
with the three highest rates among the six tracts received the high- 
est three socio-economic scores, Tracts 49, 18 and 27. However, 
the census tract measure is crude and undoubtedly reflects other 
factors than economic status alone. A second available measure 

*For a description of the composite index, see Table 1.122-1 (Part I of this report). 
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of economic status relates to households. The pre-survey enumera- 
tors made ABC ratings of the households. Since a significant 
number of aged persons do not have their own households, the 
economic status ratings describe households of which they are 
parts. 

The not-interviewed rate is higher for the higher economic status 
grouping (A+B+C) than the lower economic status grouping 
(D+E) ; this finding holds true for both sexes, and for the younger 
as well as the older age groups. The differential in rates between 
the two economic status groups is greater for the 65-74 age group 
men and for the 75 and over age group women. These figures are 
further supported by anecdotal comments from interviewers, com- 
plaining of greater resistance to the interview on the part of the 
middle-class persons. The lower economic status persons were 
probably more accustomed to investigations from official and pri- 
vate agencies and were more inclined to identify the survey inter- 
viewers with official agencies. Not-interviewed rates are also re- 
ported for types of housing. The public housing project residents, 
a group much subject to semi-obligatory investigation by public 
and voluntary agencies, had an extremely low rate, an observation 
which holds for both sexes, and both age groupings. 

Of course, alternative, or at least complementary, interpreta- 
tions of these statistics are possible. The housing data, for in- 
stance, tap other dimensions, such as attitudes of interviewers and 
objective difficulties in locating dwelling units. It may be, for in- 
stance, that dwelling units in dilapidated tenement structures, 
especially those in upper floors, in deteriorated areas, were more 
forbidding to the interviewers, and were more difficult to locate, 
since separate dwelling units are sometimes improvised and make- 
shift in character in such areas. Not-interviewed rates are high 
for men living in upper flats for the 65-74, as well as the 75 and 
over, age groups; they are also high (relative to the mean rate) 
for women only in the 65-74 age group. 

A relationship between ethnic data and proportion not inter- 
viewed is suggested by the data in Table 2.12-la but it is more 
complex than in the case of economic status. This proportion is 
lower among foreign-born men than among native-born, for both 
the 65-74 and the 75 and over age groups; among foreign-born 
women, it is slightly smaller than in the native-born in the 65-74 
age group. In the older age group, the not-interviewed rate is 
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twice as high among the native-born women as among the foreign- 
born. The small numbers preclude any age and sex refinement 
for particular ethnic origins. 

Residential mobility was also examined for a possible associa- 
tion with the proportion not interviewed, but none was found. 

There is little direct evidence of a relationship, if any, between 
the proportion not interviewed and measures of physical or mental 
status. Two pieces of information provide slight indirect support 
for the view that some of the more vigorous are among those not 
interviewed, as well as some of the more physically and mentally 
enfeebled of our elder citizens. The lone interviewer who remained 
after the main summer survey effort to “clean up” the residue in- 
terviewed the highest proportion of younger persons, age 65-74, 
and, by far, the highest proportion of employed persons among 
the aged. The second highest percentage of employed persons 
was interviewed by the supervisory group which also took part in 
the “clean-up” phase of the survey. Of course, this does not estab- 
lish that characteristics of late survey respondents are generaliz- 
able to those remaining uninterviewed. 

The second source of information is derived from some instances 
of refusal or not-at-home members of the survey population, where 
some information was obtained from a relative, friend or neighbor 
which reinforces the view advanced. However, these scattered bits 
of evidence do not provide a basis for making a numerical estimate 
of the relative proportions of well and sick among those not in- 
terviewed. 


2.2 INTERVIEWER AND Rater VARIABILITY 
2.21 General Remarks on Appraising Estimates of Health Status 


A psychiatric estimation of a person’s mental health is an opera- 
tion which may be analyzed systematically, although a completely 
satisfactory analysis has not yet been made. However, some of 
the outstanding characteristics of the operation were formulated 
as a basis for planning the procedures of the present study. The 
main outlines of this analysis are presented here, since a knowl- 
edge of the viewpoint concerning the nature of a psychiatric evalu- 
ation renders the procedures adopted more intelligible. 

Any psychiatric estimate of a person’s mental health presup- 
poses the existence of disordered mental states. Such an estimate 
can be made only if there is a framework of assumptions regard- 
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ing the nature of disorders which occur and if there are ways in 
which it is possible to know whether or not a particular disorder 
or type of disorder is present. The estimate is made by a clini- 
cally-trained psychiatrist. This psychiatrist must have a particu- 
lar kind of relationship to the person whose mental health he esti- 
mates. The purpose of this relationship is to provide the clinician 
with information about the person’s mental life. 

In addition to this relationship between the two main person- 
alities involved in the operation, other people often play roles. 
These people have various relationships to the person whose men- 
tal health is to be estimated, and they communicate in various 
ways with the clinician, adding information about the person. 
These informants communicate to the clinician in writing or by 
spoken word. These communications provide information about 
the person’s behavior, sayings and life situation. The clinician 
exercises judgment in making use of this information, taking an 
informant’s relationship to the person and the informant’s special 
training or interest or viewpoint into account. 

The clinician may or may not cross-question informants. He 
observes the patient’s behavior when he can. Sometimes he sees 
the person at home, sometimes he sees him in his office, sometimes 
he sees him first in the hospital. It is interesting to note that it 
is generally considered adequate for the clinician to see the patient 
in his office with no one else present.* 

In the light of the information received, the clinician interviews 
the patient. This crucial step in the operation provides a number 
of things. It creates an opportunity for the clinician to form a 
personal relationship with the patient. It gives the clinician an 
opportunity to structure stimuli, and to observe the person’s re- 
sponses. The clinician can ask questions, and he can rephrase ques- 
tions in order to test whether he has been understood rightly, 
and whether he has correctly understood statements and replies 
to his questions. A more or less fluid two-way communication 
situation is created during which the clinician obtains impressions 
of: (a) signs of disorder, either as behavior or responses to ques- 
tions; and (b) symptoms in the form of the person’s descriptions 
of his own sensations. 

*This is a remarkable assumption of current psychiatric practice which is open to 
some question. See, for example: Querido, A.: Early diagnosis and treatment services. 


In: Elements of a Community Mental Health Program. Milbank Memorial Fund. 
New York. 1955. 
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From these impressions of signs and symptoms in the context 
of the personal history, the clinician then draws conclusions re- 
garding the presence or absence of particular mental disorders 
and their intensity. 

This operation of psychiatric estimation is similar to, but differs 
significantly from, other medical estimations. In other types of 
medical examination the physician also creates a special relation- 
ship with the patient. He also interviews the patient with a view 
to eliciting symptoms. He also observes the patient for signs of 
the disorder which can be observed. This observation, however, 
is greatly extended in the physical examination, since the doctor 
utilizes various instruments to bring himself into a particular re- 
lationship with a part of the body or with one of its functions. 
Some of these instruments are operated by other persons and 
produce a record which is transmitted to the physician who then 
adds this piece of information to what has been gathered by direct 
observation or instrumental nonrecording observation (as with 
auscultation or ophthalmoscopic examination). 

The existence of the recording instruments, which make marks 
on pieces of paper, lends a kind of objectivity to the process. The 
objectivity consists in the possibility that another person can see 
the same record at another time; that is, a permanent record has 
been made independent of the examining physician’s perceptions 
and biases. But what is recorded is no more objective than the 
lump the examiner feels or the exaggerated reflex he observes. 
While it is less subject to the examiner’s individual and moment- 
ary distortions of perception, it is also less subject to his control 
and ability to perceive relevance and context. Because observa- 
tions are fallible, there is sometimes a tendency to regard labora- 
tory examinations as more reliable than the judgments of trained 
examiners. But laboratory examinations are made by people who 
are also subject to error; and the laboratory record must, in the 
last analysis, also be interpreted by a clinician. These interpreta- 
tions must be made in the light of the entire constellation of facts 
presented by the patient. The variability of interpretations of 
objective data is illustrated by the variability of x-ray readings 
for tuberculosis.* 


*Yerushalmy, J.: The reliability of chest roentgenography and its clinical implica- 
tions. Dis. Chest, 24:2, 133-147, August 1953. : 
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In the physical examination, the diagnosis cannot be made by 
machine either—it is made by a trained clinician in contact with 
the patient. This contact is intensified in certain ways by certain 
tools which are used. The responses of the body or its parts to 
highly reproducible standard stimuli are extensively gathered. 
Temperature, blood counts, reflexes, x-rays, ete. all contribute 
pieces of special information to the clinician. 

In one important respect the clinician of physical disorders has 
a method of verifying his conclusions not open to the psychiatric 
clinician. Many physical disorders are defined and diagnosed in 
terms of structural changes in the body. The presence or absence 
of these structural changes can be determined by other methods 
when the patient dies. When this happens, the clinician or pathol- 
ogist comes into a new relationship to the patient and, by virtue 
of this new relationship, can make new observations, apply new 
“stimuli,” use new instruments. He can remove obstacles to obser- 
vation which could not be removed during life. 

This pathological examination gives the clinician an opportunity 
to check on his conclusions from the clinical examination. The 
pathological examination is not any more objective than the clin- 
ical examination: It is different and can make observations the 
clinician cannot make. But the opposite is also true: The clinical 
examination can make observations the pathologist cannot make. 
The pathologist is limited to observing structural changes, while 
the clinician can observe changes in function, too. The pathologist 
cannot observe fevers, pulse rates, blood pressure, reflexes, ete. 
In the contemporary search for certitudes and objectivity, it is 
well to remember that the pathologist cannot provide them for 
medicine. More than one person has died from disorders invisible 
to the best pathologists. 

Psychiatric evaluation has no analogue of the autopsy. The 
psychiatric evaluation is made entirely in terms of function, and 
changes in patterns of function are not related to known changes 
in structure. Since the function does not survive death, it cannot 
be examined after death. There is no way of definitively correct- 
ing a psychiatric estimate by subsequent examinations. Consider, 
for example, the situation of a person examined by competent 
clinicians at two different times. The first concludes that disorder 
A is present, the second that it is absent. Which examination can 
be used to validate the other? Formally, there are four possibil- 
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ities: 1. Examiner Number 1 is correct and Examiner Number 2 
is wrong. 2. Examiner Number 1 is wrong and Examiner Number 
2 is correct. 3. Both are correct. 4. Both are wrong. 

In tabular form these alternatives can be stated thus: 


Correctness 
(1) (2) (8) (4) 
Examiner Number 1 ..... eC re Te 
Examiner Number 2 ..... wat + + eal 


Alternative 1 

The patient in fact has disorder A, and this is correctly per- 
ceived and stated by Examiner Number 1 while “missed” by Ex- 
aminer Number 2. The patient has disorder A at the time of both 
examinations. The possible reasons why Examiner Number 2 
“missed” the diagnosis are innumerable. He may not have had 
certain information before the examination which would have 
helped the interviewing. The patient may have been in a relatively 
well-defended state of mind and able to conceal symptom-forma- 
tion from the examiner. Examiner Number 2 might be suffering 
from disorder A himself and thus be unwilling to acknowledge its 
reality; or he might not have the same disorder but might share 
some symptoms with the patient. He might not have these symp- 
toms himself but might be in love with someone who does. He 
might be angry with Examiner Number 1 about something irrele- 
vant to this case and be overanxious to disagree with him (assum- 
ing that he was acquainted with Examiner Number 1’s diagnosis). 
He might be very tired and careless. He might be ignorant of 
proper methods of examining patients or of disorders, or both. 
There are many other possibilities. 

One possible situation which could produce this result deserves 
special mention because it is not obvious and is sometimes for- 
gotten in attempts to analyze discrepancies in diagnosis. It could 
be that the patient has disorder A, that Examiner Number 1 says 
he has it and Examiner Number 2 says he doesn’t, and yet that 
Examiner Number 2 is the more accurate observer and reporter. 
This can occur if, in fact, the patient has disorder A in a sub- 
clinical form. That is, the disorder in the patient is either incip- 
ient and not yet fully manifest or is in a phase during which 
evidence of the disorder cannot be elicited by clinical examination. 
In this instance, Examiner Number 1 has drawn, from his exam- 
ination, unjustifiable conclusions which by chance correspond to 











STAFF OF THE MENTAL HEALTH RESEARCH UNIT 265 


the facts. His conclusion is correct, but his reasons are wrong. 
Examiner Number 2 is correct in his reasons but wrong in his con- 
clusions. Such a situation assumes the existence of disorders which 
clinical methods cannot detect. Obviously, it would not be possible 
to know that this situation is present from the clinical evidence 
of the two examinations. It might become possible to identify this 
situation if the nature of disorder A were sufficiently well known 
to deduce that if it became manifest a week after Examination 
Number 2 it must have been present before Examination Number 
1 and been present at the time of both examinations. 


Alternative 2 


The patient did not have disorder A at the time of either exam- 
ination. The possible reasons for Examiner Number 1’s error are 
innumerable but in general of the same kind as the possible rea- 
sons just cited for Examiner Number 2 making an error. Exami- 
ner Number 1 may be preoccupied with disorder A and project 
it onto the patient. He may have suggested symptoms of particular 
interest to him because of his own problems, because of a particular 
professional preoccupation with them, because he has recently 
been reprimanded for having “missed” such a case, ete. He may 
be ignorant or incompetent. 

The special inverse possibility mentioned in Alternative 1 can 
also oceur here: Examiner Number 1 may be applying the proper 
clinical standards and Examiner Number 2 stating a correct con- 
clusion but for the wrong reasons. 

Alternative 3 

Both examiners are correct. The patient did have disorder A 
at time of the first examination but did not have the disorder at 
the time of the second examination. This could be due either to 
a spontaneous recovery (or remission) or to recovery or remis- 
sion produced by treatment. The patient has changed, and both 
examiners reported correctly. 

Alternatwe 4 

Both examiners are wrong. At the time of the first examination 
the patient did not have disorder A, but Examiner Number 1 said 
that he did have it, while at the time of the second examination 
the patient did have disorder A but Examiner Number 2 said that 


he didn’t. The patient has changed but neither examiner has re- 
ported correctly. 
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It is important to note that, strictly speaking, if the findings 
of the two examiners are the only available evidence, one cannot 
determine which of these four possibilities occurred. 

If, first, it is assumed that Examiner Number 2 is always right, 
Alternatives 1 and 4 are eliminated. However, from the findings 
themselves one could not then distinguish between Alternatives 
2 and 3. 

And if, second, it is assumed, that the patient’s state did not 
change between examinations, Alternative 3 is eliminated. This 
leaves only Alternative 2. 

Only with these assumptions, is it possible to use a second exam- 
ination as a criterion for the correctness of the findings of an 
earlier examination. Willingness to make the first assumption 
depends to some extent on judgment about the two examiners. In 
this study it would seem reasonable to assume that, generally 
speaking, a carefully-selected psychiatrist who applied his best 
skills would generally be correct, as compared to the survey mech- 
anisms. This would be true even if one assumed that the inter- 
viewers were exceptionally skillful and that the psychiatrist would 
bring some clinical blind spots to the task. Willingness to accept 
the second assumption depends on the view one takes of the dis- 
orders being studied, and on the time interval between the exami- 
nations. Symptomatic manifestations of senile and arteriosclerotic 
psychoses are often only intermittently apparent. In some cases, 
symptoms vary clinically. In some instances, the illness has abrupt 
onset, sometimes following a cerebral accident. Remissions from 
psychotic symptoms also occur for variable periods. Hence, in this 
survey, the nature of the disorders being studied makes the second 
assumption—that the patient’s state did not change between exam- 
inations—unreasonable. 

These formal factors regarding psychiatric estimates of mental 
health are applicable in this survey to the individual signs and 
symptoms recorded by the interviewer (Examiner Number 1), as 
compared to the individual signs and symptoms recorded by the 
field psychiatrist (Examiner Number 2). This problem is discussed 
in Section 2.24. 

The raters, on the other hand, were all confronted with exactly 
the same data—the protocol forms—their possible variability when 
they disagreed can be due only to the alternative situations 1 and 
2 just described. Variability between raters was present; its 
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effects were counteracted by the conference procedure described 
in Section 1.35 (Part I). The variability was examined but not 
analyzed in detail for this report. 


The interviewers appeared to vary in their standards in rating 
each particular sign and symptom. However, since they did not 
rate the same respondents, the possibility of evaluating their 
consistency and reliability by analyzing discrepancies between 
examiners, as described in the foregoing, does not oceur. Such 
analyses must be limited to the few cases seen by the corroborat- 
ing field psychiatrist. However, by making certain assumptions, 
it is possible to examine the variations in the frequencies with 
which different kinds of interviewers reported the presence of any 
particular sign or symptom. This is done in Sections 2.22, 2.23. 

The assertions by the interviewers regarding the presence or 
absence of each sign and symptom are distinguishable from the 
nature of the picture they recorded on the protocol of the respon- 
dent’s mental status. This is due to the fact that the interviewers 
frequently transmitted information through their informal state- 
ments, and gave somewhat different pictures of signs and symp- 
toms in their justifications than in their ratings of each sign and 
symptom. The raters also used judgment when noting probable 
incompatibilities between interviewers’ assertions in different 
parts of the protocol. (Section 1.35, The Method of Making Men- 
tal Health Ratings.) Hence, the overall mental status pictures 
provided by the interviewers can be examined for variability in- 
dependently of the examination of their variability with respect 
to the individual signs and symptoms. However, since the inter- 
viewers never saw the same respondents, the formal analysis given 
in the foregoing does not apply. 


2.22 Variability Among the Interviewers 


Section 1.3 describes the methods used to obtain as much consist- 
ency from the 11 interviewers as was thought possible. The efforts 
to gain consistency were not carried to such a point that the in- 
dividual characteristics of the interviewers as varying human be- 
ings were eliminated by attempting to make the interviews a series 
of automatic impersonal rituals. In order to give the people being 
interviewed an opportunity to exhibit their individual personal 
functioning, it was necessary to encourage the interviewers to be 
themselves rather than to be stereotyped imitations of an ab- 
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stractly conceived ideal interviewer. They were encouraged to use 
themselves and their own experience, imagination and initiative 
to make genuine personal contact with the people they were inter- 
viewing. This means that no attempt was made to eliminate all 
variability among the interviewers. 

What was sought was a set of common perceptions, described 
with a common vocabulary, regarding the usual ways in which 
people manifest disorders of mental functioning. It was hoped 
that the interviewers would all have had an opportunity to learn 
the same variety of methods used for conducting interviews, for 
facilitating communication, and for testing for various forms of 
dysfunction in an interview. However, it was not expected that 
they would all find the same methods of doing these things natural 
and easy. It would be unreasonable to expect them all to have 
developed equal skill in these matters. 

There is abundant evidence that the interviewers did vary con- 
siderably in a number of ways. Some wrote notes during the in- 
terviews much more than others, who tended to write up most of 
an interview immediately after leaving the home. Some tended to 
be extremely definite in their statements about all symptoms, some 
about only some symptoms, and some interviewers hesitated to 
commit themselves firmly about anything, but would turn in cau- 
tiously-worded statements. Some obviously enjoyed the work more 
than others. And there were other differences among the inter- 
viewers : two were women, the others men; about half were medical 
students and the rest were from other professions. 

It is of no value, then, to try to find out if the interviewers were 
consistent; it is known that they were not. To reduce the effect 
of interviewer-variability on the findings, efforts were made in 
the planning to arrange for each interviewer to see a random 
sample of the total population, but these efforts were not entirely 
successful. First, administrative difficulties with transportation 
for the interviewers made it impracticable to have each interviewer 
do all the call-backs on the persons originally assigned to him who 
were not originally at home. Second, the number of persons each 
interviewer could see was not great enough for all of the inter- 
viewers to observe all the phenomena being investigated. The 
ages, sex and socio-economic characteristics of the persons seen 
varied from interviewer to interviewer. 
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It is still possible to get information which helps to estimate 
how much the findings are influenced by interviewer variability. 
To do this the group of interviewers can be split into halves 
and the findings examined with respect to the halves. The sim- 
plest way to classify the interviewers is by a personal charac- 
teristic which it is thought might be related to the way in which 
the data gathered would affect the findings. The most convenient 
personal characteristic for this purpose is the professional back- 
ground, since about half the interviewers were medical student 
classmates and the other half were not. Analysis of the findings 
from the data reported by the medical students can be compared 
to findings from the data of the nonmedical student interviewers. 
This is done in Section 3.251 (to be reported in Part ITT). 


2.23 Comparison of Interviewers’ and Field Psychiatrist’s 
Ratwmgs on Mental Status 


In Section 2.21, the possible relationship between differing find- 
ings by two different examiners was discussed. A psychiatrist 
examined 13 selected cases previously examined by the interview- 
ers (Section 2.25). The 13 cases examined were not a random 
sample but were selected to give a re-test with a diversity of situa- 
tions and types of protocols through the services of the field psy- 
chiatrist. Such re-examinations could be used to calibrate the 
survey findings (assuming the field psychiatrist’s examination 
findings to be the ultimate criterion) if the field psychiatrist had 
examined a sufficiently large number of persons of each variety. 
But he didn’t. His reports on 13 cases can be used to throw some 
light on the work of the interviewers. The front sheet of the 
protocols contained all the personal, socio-economic and neighbor- 
hood identifying data; it is.omitted here, as it was from the pro- 
tocols given to the raters. 


CASE NO. 27, WHITE, MALE, 70 
Interviewer No. 4 —Eating— Field Psychiatrist 


1. Remote Memory Loss: (4) (1) See Part I*—Items No. 19, No. 26— 
Didn’t remember how many siblings 
he has had, when they died, ete. 

2. Recent Memory Loss: (4) (2) Didn’t remember previous interview, 
name of doctor who treated him re- 
cently, ete. 


*“Part I,” here and elsewhere in the case reports, refers to Part I of the protocol used by the 
interviewers, not to Part I of this survey. The items of Part I of the protocol which were used in 
the final analysis (except self-explanatory ones) appear on pages 77 to 80 of THE PsYCHIATRIC 
Older Potle SUPPLEMENT, Part 1, 1959, in the first installment of “A Mental Health Survey of 

er People. 
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CASE NO. 27 (Contd.) 


Interviewer No, 4 
Immediate Memory Loss; Cere- 
bral accident—had a stroke 
four days ago. 

Orientation Loss: Thought to- 
day was Sunday; prior to 
stroke was well-oriented as to 
time, according to wife. 
Apathy: Answered questions 
simply, directly, was awake, yet 
completely without signs of 
anxiety or depression. 
Sleeplessness: Did not ask. 
Confusion: Questionably so, be- 
cause of confusion as to day. 
Restlessness: Lies perfectly 
quiet—amazingly so. 

Forced Laughing and Crying: 


Emotional Emptiness: In light 
of fresh cerebrovascular acci- 
dent, hard to evaluate this. Not 
felt to be superficial prior to 
cerebrovascular accident. 

Loss of Grasp: Sensorium dull. 
Response delayed. 


Headache: Says he has slight 
headache. 

Dizziness and Lightheadedness : 
Paresthesia: 

Vague Somatic Complaints: 
Tremulous Speech: 

Syncope: 

Convulsions : 

Agnosia: 


Apraxia: Can’t do anything 
with hands (paresis of muscles). 
Aphasia: 

Habit Deterioration: Due to 

sickness questionably present. 
Disorientation: 

Confabulation : 


—Rating— 
(1) 
(2) (1) 
(4) (2) 
(4) = (2) 
(3) (1) 
(5) (3) 
(4) (1) 
(3) = (3) 
(2) = (1) 
(2) = (8) 
(4) (2) 
(4) (1) 
(4) = (2) 
(4) = (2) 
(4) = (2). 
(4) (5) 
(4) = (4) 
(4) = (4) 
(5) (4) 
(3) = (2) 
(Qs 
(4) (2) 


Field Psychiatrist 
Didn’t remember when he had last 
meal, what he ate, why I was see- 
ing him, ete. 
“This is October 31, 1953”—often 
lost and confused when on street— 
doesn’t know dates or days. 


Lies in bed most of the time doing 
nothing—occasionally listens to 
radio. 


“Not so good any more.” 
“I get mixed up all the time.” 


Admits it—not especially apparent 
during interview. 

“T often start crying for no reason 
at all” (did during the interview). 
An impression—no vitality—no in- 
terest—vague. 


See Part I—No. 30. Knows who 
U.S. president is but can’t caleu- 
late—very poor general information 
ctherwise, etc. 

By his admission. 


Occasionally—falls occasionally. 
Palms of hands—numb, but tingle. 
Mostly pertinent to organic illness. 


“I have—don’t know just when.” 
Denies. 

Denies, and no evidence on objec- 
tive testing. 

Same as No. 19. 


Same as No. 19. 

Admits—“‘hard to keep clean”’— 
dirty and shabby. 

See No. 4. 

Obvious, but did not do often— 
would give answer to question after 
long pause—wife would laugh and 
correct him. . 
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CASE NO. 27 (Contd.) 


Interviewer No, 4 
25. Loss of Self-esteem: Felt badly (3) 
about dependency on welfare 
for support. 
26. Anwiety: Less than the usual (3) 
anxiety. Showed no anxiety at 
my coming into sick room. 


27. Irritability: (4) 
28. Quarrelsomeness: (4) 
29. Rambling: (4) 
30. Evasiveness: (4) 


31. Cirewmstantiality: One-word (5) 
answers—had a stroke four 


days ago. 
32. Hoarding: (4) 
33. Preoccupation: (4) 
34. Inhibition Losses: (4) 
35. Delusions: (4) 
36. Hallucinations: (4) 


37. Depression: Questionably pres- (3) 
ent but hard to evaluate in 
presence of organic brain 
changes. 


—Rating— 


Field Psychiatrist 
(2) “Not good for much since I had the 
shock.” 


(2) 


(4) Querulous—“I get upset easily.” 
Complains about neighbors. 

(4) Same as No. 27. 

(3) Minimal. 

(3) Minimal—but would pause after a 
question—“I do know that’”—then 
look at wife for answer. 


(4) 


(1) “I like to collect anything—collected 
string, etc. for many years.” 

(1) With physical status—talked a great 
deal about his “shock.” 

(4) Denies—loss of bladder contre] prob- 
ably on neurogenic basis. 

(5) Denied—no objective evidence. 

(5) Same as No. 35. 

(4) “Take things as they come—the 
doctor said I will get better—I 
think he’s right.” 


REMARKS 


The striking thing about this man is 
the manner in which he lies helpless in 
a hot bed with little ventilation without 
complaining or signs of irritability. He 
is uncomfortable and readily admits this, 
but in spite of a relatively alert mind 
he is suffering in silence. 


Seventy-year-old white married male— 
in poor physical condition with many 
marked signs of senility, most of which 
he attributed to the “shock” (cerebrovas- 
cular accident) for which he was hospital- 
ized for ? days about eight weeks ago. 
See details of physical and mental status 
in protocol. 

His wife, a year older, is much more 
intact and cares for him in an apparently 
fairly competent manner. I would guess 
many of the definite symptoms and signs 
of senility were present prior to the 
“shock.” 

Impression: Senile psychosis, progres- 
sive, moderate, with recent cerebrovascu- 
lar accident and chronic cardiac disease. 
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CASE NO. 55, WHITE, FEMALE, 72 


Interviewer No. 4 
Remote Memory Loss: Remem- 
bered details of past events. 
Recent Memory Loss; Remem- 
bered address of niece, name of 
mayor of Messina, 

Immediate Memory Loss: Re- 
called a repeat question during 
the interview. 


Orientation- Loss: 
Apathy: 

Sleeplessness: Says not. 
Confusion: 


Restlessness: Restless during 
interview. Does not relax well. 
Forced Laughing and Crying: 

Emotional Emptiness: Forms 
no emotional relationships with 
other people. Seems superficial. 
Loss of Grasp: 


Headache: Says not. 
Dizziness and Lightheadedness: 
Says not. 

Paresthesia: Says not. . 
Vague Somatic Complaints: 
None mentioned. 

Tremulous Speech: Not present. 
Syncope: Says not. 
Convulsions : 

Agnosia: 

Apraxia: 

Aphasia: Speaks long and well. 
Habit Deterioration: 
Disorientation: 

Confabulation: 

Loss of Self-esteem: 


Anaiety: 

Irritability: Possibly present 
but no indication. 
Quarrelsomeness: Doesn’t hesi- 
tate to tell neighbors where 
roomers are bad, 


—Rating— 
(4) (2) 
(4) (2) 
(4) (1) 
(4) (4) 
(4) (4) 
(5) (4) 
(4) (2) 
(3) (4) 
(4) (4) 
(3) (4) 
(4) = (2) 
(4) (4) 
(4) (4) 
(4) (4) 
(4) (2) 
(5) (4) 
(4) (5) 
(4) (5) 
(4) (5) 
(4) = (5) 
(5) (5) 
(4) (4) 
(4) (4) 
(4) (4) 
(4) (3) 
(2) = (2) 
(4) (4) 
(4) (© 


Field Psychiatrist 
Many important family details— 
could not remember—admits. 
Remembered previous interview— 
but didn’t remember some things 
that happened two days ago—admits, 
Didn’t remember things I had said 
in early part of the interview— 
didn’t remember what she ate for 
breakfast. 
Denied—no objective evidence. 
No evidence. 
Denied. 
“Get mixed up often—start doing 
something—can’t finish.” 
Denied—no objective evidence. 


Denied—no objective evidence, 


Gas stove often on—when she leaves 
room can’t remember if on or off— 
also general information and compu- 
tation poor. 

Denied. 

Denied, 


Denied. 
Many—re various aches and pains. 


Denied. 

Denied. 

Denied and no evidence on testing. 
Same as No. 19. 

Same as No. 19. 

Denied—no objective evidence. 
Denied—no evidence on testing. 


“Can’t get around so much any 
more—getting old, ete.” “but I can 
still take care of myself.” 

Mostly about financial status. 











—_s- | —_—-e @B ft 











STAFF OF THE MENTAL HEALTH RESEARCH UNIT 273 


CASE NO. 55 (Contd.) 


Interviewer No. 4 
29. Rambling: Talked a great (4) 
deal—much elaboration but not 
to cover memory loss. 
30. Evasiveness: No evidence. (4) 


31. Cirowmstantiality: Talked alot (4) 
but not to cover memory defect. 


—Rating— 


Field Psychiatrist 
(1) Marked—about weather, Syracuse, 
her sister, ete., ete. 


(3) Some suggestion in testing ques- 
tions—evasive for a few seconds, 
then came out with right answer 
(e.g., in testing orientation). 

(2) Same as in No. 30. 


32. Hoarding: (4) (2) “Just save things—don’t like to 
throw them out—but if I can’t use 
them I give them away.” 

33. Preoccupation: (4) (4) 

34. Inhibition Losses: (4) (4) 

35. Delusions: (4) (4) 

36. Hallucinations: (4) (4) 

37. Depression: (4) (4) “I’m happy—all I need is a little 
more money.” 

REMARKS 


A very garrulous, superficial person who 
does not wish to form warm personal rela- 
tionships with other people. She lives alone, 
hates clubs and organizations “because 
some women try to be ‘bossy.’” She was 
interested in herself to the exclusion of 
others, and rated acquaintances, by their 
generosity toward her. She thought I 
could do something for her financially, 
and consequently went out of her way 
to tell me how nicely she could use a 
little extra money from the government. 
Seems to be a selfish, impersonal individ- 
ual who has lived alone a long while. 
She never was quite able to understand 
what I thought was a simple presentation 
of the purpose of my visit. Unusually 
active, well preserved for the age 72. 


Seventy-two-year-old white female with 
generalized arthritis who nevertheless is 
alert, interested, active, and runs a room- 
ing house with apparently a fair degree 
of efficiency. However, she has marked 
memory loss, some confusion and loss of 
grasp—although she is not depressed nor 
was any evidence of perceptual disorder 
elicited. 

Impression: Senility, moderate, without 
psychosis. This woman is apparently 
functioning fairly well on her own, with 
such things as the gas stove business 
(See Item No. ‘11), may well become 
dangerous to herself at any time. 


CASE NO, 454, WHITE, FEMALE, 69 


Interviewer No. 2 
1, Remote Memory Loss: (4) 


2. Recent Memory Loss; (4) 


—Rating— 


Field Psychiatrist 

(1) Denies but doesn’t remember when 
her operations were, her exact age, 
her birthday, year she came to this 
country, etc. 

(2) Denies—remembers name of pre- 

vious interviewer—but didn’t remem- 

ber that questions were similar, ete. 
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CASE NO. 454 (Contd.) 


Interviewer No. 2 
Immediate Memory Loss: 


Orientation Loss: 


Apathy: 


Sleeplessness: Has a little 
trouble getting to sleep these 
hot nights, 
Confusion: 


Restlessness : 
Forced Laughing and Crying: 
Emotional Emptiness: 


Loss of Grasp: 


Headache: Gets headaches once 
in a while. 

Dizziness and Lightheadedness : 
Sometimes because of diabetes. 
Paresthesia: 

Vague Somatic Complaints: 


Tremulous Speech: 
Syncope: 


Convulsions : 

Agnosia: 

Apraxia: 

Aphasia: 

Habit Deterioration: 
Disorventation: 

Confabulation: 

Loss of Self-esteem: Because of 
Department of Public Welfare 
support and inability to work. 


Anaiety: 


—Rating— 
(4) = (3) 
(4) (1) 
(4) = (3) 
(3) = (4) 
(4) (1) 
(4) (4) 
(4) (5) 
(4) = (3) 
(4) = (2) 
(2) (4) 
(2) (4) 
«) @ 
(4) (2) 
(4) (4) 
(4) = (4) 
(4) = (5) 
(4) = (5) 
(4) (5) 
(4) = (5) 
(4) (5) 
(4) (5) 
(4) (4) 
(2) = (3) 
(2) = (2) 


Field Psychiatrist 

Denies—only vague suggestions in 
interview. 
Minimal for time—none for person 
—but marked for place—“‘often I 
get confused—don’t know where I 
am—think it’s due to my diabetes.” 
Fairly alert and somewhat interested, 
but life is on borderline plane of 
dull routine. 


See No. 4—apparently periods of 
marked confusion about everything 
—may truly be insulin reaction (?) 
—otherwise no! (See Note.) 


An impression—no objective signs 
I can put down except as noted in 
No. 5. 

Minimal defects in general infor- 
mation, computation, etc. Would say, 
perhaps, “1”, except for low educa- 
tional level—see clinical note. 


Most of her complaints are specific 
and related to probable real organic 
disease. 


Denies—says she never loses con- 
sciousness even in her worst epi- 
sodes of confusion. 


Denies—no evidence on testing. 
Same as No. 19. 
Same as No. 19. 
Same as No. 19. 
Same as No. 19. 


Mostly related to somatic com- 
plaints: “I’m not very spry any 
more—can’t work, etc. because of 
my diabetes.” 

About finances, illness. 
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CASE NO. 454 (Contd.) 


Interviewer No. 2 
27. Irritability: (4) 


—Rating— 


Field Psychiatrist 
(3) Slight suggestion—re neighbors, re 
being interviewed twice—but tried 
to remain very pleasant. 


28. Quarrelsomeness: (4) (4) Same as No. 27. 

29. Rambling: (4) (3) 

30. Evasiveness: (4) (3) Suggestions of all of these—Nos. 
29, 30, 31—but not marked. Prob- 
ably No. 31 more than others. 

31. Circewmstantiality: (4) (3) 

32. Hoarding: (4) (4) 

33. Preoccupation: (4) (4) 

34. Inhibition Losses: (4) (5) 

35. Delusions: (4) (4) 

36. Hallucinations: (4) (4) 

37. Depression: (4) (3) Denied but remarks as noted in No. 
25 and similar ones appeared signi- 
ficant to me, Also No. 37 and No. 
49 in Part I. 

REMARKS 


Quite definite person who is the sub- 
jective person in this household. She is 
in good contact. She is very lonely and 
is trying to solve this by Wagon Wheel 
contact although limited because of sister. 


A rather spry 69-year-old white female 
who somehow seemed older than her age. 
Although no obvious physical defects 
were present, she says she has diabetes 
(mellitus) and probably has breast car- 
cinoma with metastases as well. She lives 
alone with an unmarried sister several 
years older. This sister appeared to be 
the more aggressive one—remained in the 
room throughout interview, interrupted 
every so often to add her comments (in- 
formation in the protocol is all from the 
subject’s data, however). The subject 
walks about unaided without assistance, 
does housework, Shopping, etc. (Older 
sister “too sick to leave the house.”) The 
subject seems to lead a dull routine exist- 
ence. She has definite memory impair- 
ment (especially remote) and loss of 
grasp, and episodes of loss of orientation 
and confusion which may or may not be 
insulin reactions (she says she has never 
lost consciousness). She knows she could 
earry sugar for such occasions, but does 
not—quite confused as to why and how. 

My impression was that this woman 
has for many years lived a rather apathe- 
tic, emotionally empty life—that she is 
dependent emotionally on her dominant 
sister but accepts this dependency, that 








276 





A MENTAL HEALTH SURVEY OF OLDER PEOPLE. II 


CASE NO. 454 (Contd.) 
—Rating— 
her fairly alert and pleasant manner 
covers some not very strong but long- 
standing feelings of loneliness and de- 
pression with probable severe organic 
disease. 

Impression: Senility, not overtly psy- 
chotic—moderate and progressive—in a 
passive-dependent schizoid personality 
type. 


Interviewer No. 2 


Field Psychiatrist 


CASE NO. 484, NEGRO, FEMALE, 76 
—Rating— 


Interviewer No, 3 
Remote Memory Loss: 


Recent Memory Loss; Marked, 
but worse than remote memory, 
according to daughter. 


Immediate Memory Loss: Some- 
times forgets things, etc. 


Orientation Loss: Time only 
—*“refuses to recognize that it’s 
1952,” according to daughter. 


Apathy: 


Sleeplessness : 
Confusion: 


Restlesaness : 
Forced Laughing and Crying: 
Emotional Emptiness: 


(1) 


(1) 


(2) 


(1) 


(4) 


(4) 
(1) 


(1) 
(4) 
(4) 


(1) 


(1) 


(1) 


(1) 


(5) 


(5) 
(2) 


Field Psychiatrist 
Does not remember in what city 
she was born, birth date, mother’s 
name, year of marriage, number of 
children, ete. 
Does not remember when she went 
to the hospital, what hospital, what 
her doctor’s name is, previous in- 
terview. Note: Daughter told me the 
subject had just been discharged 
from the city hospital several days 
ago, where she had been treated for 
a “heart attack.” 
After being told my name and posi- 
tion at the onset of the interview, 
she said, about 30 minutes later, 
“You’re Mr. Fish from the hospi- 
tal, aren’t you?” 
Oriented for person. Does not know 
her address, the name of this city, 
the date or day of week, or time 
of day. 
Subject quite responsive to me— 
talks volubly and in animated fash- 
ion at times—during most of in- 
terview lies motionless, but suddenly 
sits up. 
Denies. 
Very confused and almost out of 
contact, but says, “I only get a 
little mixed up once in a while.” 
“Other people seem more mixed up.” 
Not asked. 
Not asked. 
Difficult to evaluate because patient 
is so disoriented, but probably “4”. 
—She seemed to have real and 
affect at times. . 
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Interviewer No. 3 —Rating— 
Loss of Grasp: (1) (1) 
Headache: (4) (5) 
Dizziness and Lightheadedness: (4) 
Paresthesia: (4) (5) 
Vague Somatic Complaints: (4) (5) 
Tremulous Speech: (2) (2) 
Syncope: (4) (5) 
Conwulsions : (4) (5) 
Agnosia: (4) (5) 
Aprasia: (4) (4) 
Aphasia: (4) (5) 
Habit Deterioration: (4) (4) 
Disorientation: (4) () 
Confabulation: Thinks she (1) (2) 


knows everyone she meets, etc. 


Loss of Self-esteem: (4) 
Anaiety : (2) 
Irritability : (4) 
Quarrelsomeness : (4) 
Rambling: In almost all (1) 
answers. 

Evasiveness: (4) 
Circwnstantiality : (4) 
Hoarding: (4) 
Preoceupation: With music. (1) 
Inhibition Losses: (4) 
Delusions ; (4) 


(5) 


(3) 
(4) 
(4) 
(1) 


(1) 


(1) 


(4) 
(1) 
(4) 
(1) 
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CASE NO. 484 (Contd.) 


Field Psychiatrist 
Almost completely out of contact 
—defects marked in orientation, 
general information, memory, under- 
standing simple questions, etc. 
“I never have headaches.” 
Not asked. 
Denies. 
None elicited. 
Objectively. 
Denies, 
Denies. 
Denies, and no evidence on testing 
—could identify pen, watch, keys, 
ete. 
Denies. No evidence on observation. 
Not present by observation. 
Not questioned, but patient appeared 
fairly neat and clean. 
(Month?) “July or August or Sep- 
tember”—( Year?) “1898”— (City?) 
“This is Geneva or Ithaca, New 
York,” ete. 
On a few questions patient would 
appear to lie—See Part I, Items 
Nos. 4, 16, 39, 43. 
Subject made several statements to 
indicate she considered herself per- 
fectly competent—other times she 
would say, eg., “my memory’s not 
so good today—but I’ve been sick.” 
No definite objective signs or sub- 
jective expression of anxiety. 


Responsive and pleasant. 
Characteristic throughout interview. 


Most answers were unrelated to the 
question but many were simply 
evasive. A few were probably de- 
lusional or confabulatory. 

All the time, when she doesn’t 
ramble, 


With musie—i.e., talking about it. 
Thinks husband and two sons are 


alive—all have been dead for more 
than 15 years. 
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CASE NO. 484 (Contd.) 


Interviewer No. 3 
36. Hallucinations: (4) 


37. Depression: (4) 


—Rating— 


Field Psychiatrist 
Patient says she sometimes hears 
voices when no one is around, but 
I am not sure how she means this, 
and could get no clearer data. 
(5) Patient denied depression, and in- 
deed, appeared almost euphoric. 


REMARKS 


This woman suddenly became psychotic 
four years ago, was committed to Syra- 
cuse Psychopathic Hospital for three 
weeks, Transferred to Willard State Hos- 
pital for four months, Her daughter ob- 
tained her release because she was becom- 
ing worse physically. Since her return 
to the daughter’s home, she has improved 
physically considerably, and mentally some- 
what. Daughter feels that such people 
are better cared for at home as long as 
it’s possible and as long as the mentally 
ill person isn’t “dangerous.” Daughter 
thought I was from Syracuse Psychopathic 
Hospital—checking on her mother—but 
wasn’t very anxious about this. I ex- 
plained my purpose. 


Seventy-six-year-old colored female, 
small and very thin, appearing to be 
toothless, lying on couch with eyes closed 
at onset of interview. During interview 
she often opened eyes, grinned, laughed, 
spoke in animated fashion while lying 
otherwise motionless. Twice she suddenly 
sat up and said, “Well, I guess I should 
get outdoors.” She appeared to be almost 
completely out of contact; although she 
did respond to me as a person and to 
most of my questions her answers were 
mostly unrelated to the question, evasive, 
confabulatory, or even mildly delusional. 
She rambled to a great extent on all sorts 
of topics, was oriented somewhat to per- 
son but not at all to place or time, had 
marked memory defects (remote, recent 
and immediate) and did not seem to 
have any grasp of the specific situation 
or things generally. She was pleasant, 
almost euphoric at times. 

Impression: Senile psychosis, chronic, 
moderate. 


CASE NO. 618, WHITE, FEMALE, 67 


Interviewer No, 4 


lent detailed recall of state- 
ments—as early as four years 
old. 

2. Recent Memory Loss: Remem- (5) 
bers addresses of all five chil- 
dren in Syracuse. 

3. Immediate Memory Loss: Re- (4) 
membered some of interviews. 


4. Orientation Loss: (4) 
5. Apathy: Emotional, cries (5) 
easily. 


6. Sleeplessness: (4) 


—Rating— 
1. Remote Memory Loss: Excel- (5) 


Field Psychiatrist 
(4) Denies—excellent on testing. 


(3) “Occasionally forget something not 
important.” Good by testing. 


(4) Denies—no objective evidence. 


(5) Denies—good on objective test. 
(4) Alert, interested. 


(5) Denies. 
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Interviewer No. 4 


7. Confusion: 


house. 


11. Loss of Grasp: 


Says not. 


tremble. 
17. Syncope: 
18. Convulsions: 
19. Agnosia: 


20. Apraxia: 
21. Aphasia: 


23. Disorientation: 


26. Anwiety: 


28. Quarrelsomeness: 


29. Rambling: 
30. Evasiveness: 





31. Cirowmstantiality: 
Hoarding: 








8. Restlessness: Restless during 
interview, always active around 


9. Forced Laughing and Crying: 


10. Emotional Emptiness: Cried 
several times during interview. 


12. Headache: Says not. 
13. Dizziness and Lightheadedness: 


14. Paresthesia: Says not. 
15. Vague Somatic Complaints: 
16. Tremulous Speech: Lips 


22. Habit Deterioration: 


24. Confabulation: Answers direct. 


25. Loss of Self-esteem: Feels able 
to take care of self. 


27. Irritability: Irritated at hos- 
pitals, and brother. 


NO. 618 (Contd.) 


—Rating— 
(4) (5) 
(3) (3) 
(4) (5) 
(5) (5) 
(4) (5) 
(4) (5) 
(4) (5) 
(4) (5) 
(4) (5) 
(3) (5) 
(4) (5) 
(4) (5) 
(4) (5) 
(4) (5) 
(5) (5) 
(4) (5) 
(4) (5) 
(4) (5) 
(4) (1) 
(2) (2) 
(2) (3) 
(4) (3) 
(4) (4) 
(4) = (4) 
(4) (5) 


(4) 


(5) 


Field Psychiatrist 
Denies—no objective evidence. 


Seemed restless to some extent dur- 
ing interview—says, “I like to keep 
busy all the time.” 


Denies—no objective evidence. 
Affect good and appropriate. 


Bright, alert, knows what’s going 
on in politics, ete. 

Denies. 

Denies. 


Denies. 
None elicited. 


Denies. 

Denies. 

Denies—none by objective testing. 
Same as No. 19. 

Same as No. 19. 

None admitted or noted. 
Denied—none on testing. 


Considerable number of sarcastic 
and/or bitter remarks about how 
children don’t feel she is capable of 
outside work, etc. 
Moderate—mostly re finances—“im- 
portant for me to save—what hap- 
pens when children leave?” 


Indefinite suggestion. 


Cynical and sarcastic about family, 
about interview, ete. Took offense 
at some of the questions. 


Only about money — not evasive 
really, but simply refused to talk 
about her sources of income, ete. 
—“my business.” 


Denies—no evidence. 
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CASE NO. 618 (Contd.) 
—Rating— 


Interviewer No, 4 
33. Preoccupation: Preoceupied (2) 
with lack of gratitude of 


brother. 
34. Inhibition Losses: (3) 
35. Delusions: (4) 
36. Hallucinations: (4) 


37. Depression; Gets melancholy (2) 
often—she states—cries by her- 
self—mostly due to brother. 





Field Psychiatrist 
(3) Mostly re one topic (See Remarks). 


(5) Denies—no objective evidence. 

(5) Same as No. 34. 

(5) Same as No. 34. 

(2) “I am sensitive—I do get depressed 
about this business.” 


REMARKS 


This woman cried several times during 
interview—she is filled with hostility and 
sorrow at lack of gratitude her bachelor 
brother has shown for the constant nurs- 
ing care she has given during his three 
heart attacks. She states he is self-centered, 
demanding, and that she could not stand 
to nurse him through another attack. When 
asked what she likes to do in her spare 
time she replied, “sewing and helping 
people.” She receives much satisfaction 
in doing things for people. Before she 
was married she worked in a doctor’s 
home and had opportunity to help people. 
She feels that she cannot stand the 
worry and responsibility of the home much 
longer and wants to move out and get 
a room by herself and work as a com- 
panion. When asked what would her 
brothers, son and husband do without 
her, she replied that they would just 
have to get along the best they could. 
She is a woman who has much repressed 
hostility—she seemed better after the in- 
terview, she related well—no signs of 
memory loss. 


Sixty-seven-year-old white female in 
apparent excellent physical condition— 
alert, oriented, no perceptual delusions, 
good grasp, pleasant, but rather sarcastic 
and almost quarrelsome: “I don’t have 
much time for you—you people have 
asked me all this before.” (Then she 
talked for more than one hour.) When I 
asked her test questions re orientation, 
etc. (I do this in a way that only very 
rarely arouses any hostility), she was very 
sarcastic—would give a nonsense answer 
first (laughing) and then the correct 
answer, saying once, “Ask silly questions 
—get silly answers.” She seemed quite 
bitter and somewhat depressed about her 
husband’s apparent desertion (she would 
not elaborate on this) and mostly that 
her children apparently do not think she 
is very capable, She seemed somewhat 
preoccupied with this—that she wants to 
be independent but the children force her 
into a dependent role. 

Her overt conscious aggression prob- 
ably covers some sense of insecurity— 
that the children may be right, that she 
is growing older and less capable. Never- 
theless she remains alert and interested, 
hoping against hope that her capabilities 
will be recognized and regarded, that she 
will not become dependent in spirit. “I 
worked hard all my life—doing things 
for other people—and I want to keep on 
—I certainly want to do things for my- 
self, not have other people take care of 
me. All I want is for someone to help 
me find a paying job I can do at home.” 

Impression: Aggressive character type 
—not psychotic—not very senile. . 
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CASE NO. 623, FEMALE, WHITE, 77 
—Rating— 


Interviewer No. 2 
Remote Memory Loss: 


Recent Memory Loss: 
Immediate Memory Loss: 
Orientation Loss: 

Apathy: 

Sleeplessness: Once in a while 
during the heat. 

Confusion: 

Restlessness: 


Forced Laughing and Crying: 
Emotional Emptiness: 
Loss of Grasp: 


Headache: Has headaches. 
Dizziness and Lightheadedness: 
Paresthesia: 

Vague Somatic Complaints: 


Tremulous Speech: 
Syncope: 
Convulsions: 
Agnosia: 

Aprawia: 

Aphasia: 

Habit Deterioration: 
Disorientation : 


Confabulation: 

Loss of Self-esteem: 
Anxiety: 

Irritability: States she is with 
children and was with inter- 
viewer at first. 


Quarrelsomeness : 
Rambling: 
Evasiweness: 
Ciroumstantiality : 


(4) 


(4) 
(4) 
(4) 
(4) 
(3) 


(4) 
(4) 


(4) 
(4) 
(4) 


(2) 
(4) 
(4) 
(4) 


(4) 
(4) 
(4) 
(4) 
(4) 
(4) 
(4) 
(4) 


(4) 
(4) 
(2) 
(2) 


(4) 
(4) 
(4) 


(4) 


(4) 
(4) 
(4) 
(4) 
(5) 


(5) 
(2) 


(5) 
(4) 
(3) 


(5) 
(5) 
(5) 
(5) 


(4) 
(5) 
(5) 
(5) 
(5) 
(5) 
(5) 
(4) 


(2) 
(1) 


(1) 
(4) 
(3) 


Field Psychiatrist 
Good on brief objective testing. 
Remembers mother’s maiden name, 
name of first school, etc, Remem- 
bers previous interview and inter- 
viewer, etc. remembered where I 
said I was from, ete. 
Same as No. 1. 
Same as No. 1. 
Same as No. 1. 
Denied—no objective evidence. 
Denied. 


Denied—no objective evidence. 
Moderate throughout interview — 
tapped table with fingers, etc. 
Denied—no objective evidence. 
Denied—no objective evidence. 

See Clinical Note—Not apparent on 
usual objective tests. 

Denied. 

Denied. 

Denied. 


None—emphasized her good health 
but in reasonable manner. 


Denied. 

Denied. 

Denied—none on objective testing. 
Same as No. 19. 

Same as No. 19. 

Same as No. 19. 

Denied—none on brief objective 
testing. 

Not asked. See Clinical Note. 
Not asked. 

See Clinical Note. 

See Clinical Note. 


See Clinical Note. 


See Clinical Note. 
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CASE NO. 623 (Contd.) 


Interviewer No. 2 —Rating— Field Psychiatrist 
32. Hoarding: (4) (4) Denied—no objective evidence. 
33. Preocoupation: (4) (4) Same as No. 32. 
34. Inhibition Losses: (4) (4) Same as No. 32. 
35. Delusions: (4) (4) Same as No. 32. 
36. Hallucinations: (4) (4) Same as No. 32. 
37. Depression: (4) (4) Same as No. 32. 
REMARKS 


Woman who does not appear stated 
age. She is quiet and self-assured and ap- 
pears to be in good contact. She is se- 
cure and enjoys own home and family. 


Seventy-seven-year-old white married 
woman—in apparently very good physical 
condition (she did cough a bit excessively 
during interview.) Memory and orienta- 
tion appeared good, and she was alert. 
However, she objected to the interview 
and in an irritated quarrelsome tone said, 
“T don’t see why you want to ask all 
these questions again—I answered once 
—I told the truth.” I explained carefully, 
and she grudgingly agreed to answer. 
However, her answers were curt and 
guarded, and she remained quite hostile 
throughout the interview. Toward the end 
she suddenly asked, “What are you people 
trying to do—get customers for the 
Wagon Wheel? Is that what this is all 
about?” I explained again, carefully and 
pleasantly, and she almost began a real 
quarrel, implying that I was lying and 
not telling her the real purpose of the 
interview. She was restless throughout 
the interview, and I had the feeling she 
might well be lying, consciously, or con- 
fabulating her answers. (There was 
absolutely no evidence for this—it was 
just a feeling.) There was some minimal 
evasiveness (See Part I—Items Nos. 21, 
30, 31, 44, 55). 

Impression: Aggressive personality 
type with senility, mild, not psychotic. 
She was hostile and defensive, and 
seemed anxious as to the purpose of the 
interview, but gave no real clue as to 
why (perhaps due to some feeling I had 
something to do with old age monies— 
See Part I—Item No. 30—although I ex- 
plained I did not). The apparent cohe- 
siveness of her family might well be re- 
lated to her dominating, almost castrat- 
ing, personality. . 
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CASE NO. 662, WHITE, 


Interviewer No. 7 
Remote Memory Loss: 


Recent Memory Loss: 


Immediate Memory Loss: 


Orientation Loss: 


Apathy: 
Sleeplessness : 
Confusion: 


Restlessness : 


Forced Laughing and Crying: 
Emotional Emptiness: 
Loss of Grasp: 


Headache: 

Dizziness and Lightheadedness : 
Gets very dizzy at times. 
Paresthesia: 

Vague Somatic Complaints: 


Tremulous Speech: 
Syncope : 

Convulsions : 

Agnosia: 

Apraxia: Sewing at time. 
Aphasia: 

Habit Deterioration: 
Disorientation : 
Confabulation: 


Loss of Self-esteem: 


Anaiety: Appeared to take my 
presence as commonplace. 


—Rating— 
(4) (1) 
(4) (1) 
(4) (2) 
(4) (1) 
(4) (4) 
(4) (5) 
(4) (4) 
(4) (3) 
(4) (5) 
(4) (4) 
(4) (3) 
(4) (4) 
(1) (2) 
(4) (4) 
(4) (3) 
(4) (4) 
(4) (5) 
(4) (5) 
(4) = (5) 
(5) = (3) 
(4) (5) 
(4) (5) 
(4) = (1) 
(4) 

(4) 

(5) = (2) 
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FEMALE, 79 

Field Psychiatrist 
Can’t remember year she was mar- 
ried, where she was married (what 
city), what year she came to U.S.A. 
Didn’t remember doctor coming two 
days ago, that she should take medi- 
cine, visit of one daughter. 
Doesn’t remember what she had for 
breakfast, that second daughter came 
in while we were talking. 
“November 1953” didn’t know time 
of day— sometimes doesn’t recog- 
nize old friends—gets lost going to 
church, 
Alert, interested. 
“Sound—very good.” 
“Don’t get mixed up—just don’t 
remember.” 
“Like to be doing something all 
the time”—played with baby during 
interview. 
Denies—no objective evidence. 
Good and appropriate affect. 
Not sure who president is even 
though reads American papers—but 
computation pretty good — general 
information fair. 


“Sometimes”—“don’t fall.” 


Daughter-in-law said: “Occasional 
—she complains about her stomach, 
bowels, various aches.” 

None. 

Denied—no objective evidence. 
Denied—no objective evidence. 
Denied—no evidence on testing. 
Denied—no evidence on testing. 
Denied—no evidence on testing. 
None—keeps neat and clean. 

See No. 4. 

Not asked. Daughter-in-law says 
“no,” 

Not asked. Daughter-in-law 
“no,” 


says 


No especially pertinent or severe 
anxieties. 








27. 


28. 
29. 


30. 


31. 


32. 
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34. 


35. 


36. 


37. 
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CASE NO. 662 (Contd.) 
—Rating— Field Psychiatrist 


Interviewer No. 7 
Irritability : 


Quarrelsomeness : 
Rambling: 


Evasiveness : 

Cirowmstantiality : 

Hoarding: 

Preocoupation: Kept sewing 
practically whole time—did not 
pay attention to talk around 
her. 

Inhibition Losses: 

Delusions : 


Hallucinations : 


Depression: 


(4) 


(2) “Gets angry pretty easy—quarrels 
with me when I try to give her her 
medicine [for her diarrhea] for no 
reason,” said daughter-in-law. 


(4) (2) See No. 27. 

(4) Not asked. None, says daughter-in- 
law. 

(4) Not asked. None, says daughter-in- 
law. 

(4) Not asked. None, says daughter-in- 
law. 

(4) (1) Collects string, buttons, etc. 

(1) Not asked. None, says daughter-in- 
law. 

(4) (4) None noted. Daughter-in-law says 
none. 

(4) Not asked. Daughter-in-law says 
none, 

(4) Not asked. Daughter-in-law says 
none. 

(4) (4) Daughter-in-law says none. Subject 
seemed cheerful with appropriate 
affect to my questioning, while she 
was playing with granddaughter, 
ete. 

REMARKS 


Seveuty-nine-year-old white widow who 
speaks only Polish; though she has been 
in this country 22 (?) years. However, 
she has lived mostly among Polish-speak- 
ing people, so there was no real necessity 
for her learning English. The daughter- 
in-law answered the questions on Part I 
and gave some supplementary informa- 
tion on Part II. However, using the 
daughter-in-law as interpreter, I ques- 
tioned the subject herself on Part II. The 
subject is in fairly good physical condi- 
tion, alert, pleasant, but has marked 
memory defects, disorientation, probably 
some loss of grasp, is a “hoarder” and is 
at times quarrelsome. 

Impression: Senility, moderate, pro- 
gressive, probably without psychosis. 
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CASE NO. 1013, WHITE, MALE, 85 


Interviewer No. 2 —Rating— 
Remote Memory Loss: States (2) (4) 
he can’t remember. Forgot dates 
and address on Madison Street. 

Recent Memory Loss: Forgot (2) (4) 
priest’s name who comes to 

see them, 

Immediate Memory Loss: (3) (4) 
Didn’t know date today but did 

remember what day last week 

friends came. 

Orientation Loss: (4) (2) 
Apathy: (4) (2) 
Sleeplessness: Sometimes. (3) (5) 
Confusion: (4) (5) 
Restlessness: (4) (5) 
Forced Laughing and Crying: (4) (5) 
Emotional Emptiness : (3) (4) 
Loss of Grasp: (4) (3) 
Headache: Gets severe head- (1) (3) 
aches. 

Dizziness and Lightheadedness: (1) (3) 
Very dizzy—almost falls. 

Paresthesia: (4) (5) 
Vague Somatic Complaints: (4) (4) 
Tremulous Speech: (1) (5) 
Syncope: (4) (5) 
Convulsions : (4) (5) 
Agnosia: (4) (5) 
Aprania: (4) = (5) 
Aphasia: (4) (5) 
Habit Deterioration: Clothes (3) (5) 
dirty—personal appearance. 

Disorientation : (4) (4) 


Confabulation : 


Field Psychiatrist 
Denies. No evidence on testing. 


Denies. No evidence on testing. 


Denies. No objective evidence. 


Denies—but couldn’t tell me what 
year this is—although knows date 
and month, place, ete. 

Fairly alert and interested — but 
work history and description of lei- 
sure time activities suggest apathetic 
passivity. 

Denies. 

Denies. No objective evidence. 
Same as No. 7. 

Same as No. 7. 
Questionable—seems to have some 
strong affects re independence, 
caring for wife, neighborhood, etc. 
Some suggestion but not definite— 
just an impression which may be 
partly due to his deafness. See Clin- 
ical Note. 

“Occasional—not bad, though.” 


“Once in a while”—never falls. 


Denies. . 
Complaints all specific and based on 
real organic disease. 


Denies. 

Denies, 

Denies—no evidence on testing. 
Same as No. 19. 

Same as No. 19. 

Denies—no objective evidence. 


Denies—no evidence on testing, al- 
though some slight loss of time 
orientation. 
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CASE NO, 1013 (Contd.) 


Interviewer No. 2 


25. Loss of Self-esteem: Because (2) 
he is on welfare and can’t 
work. 


26. Angiety: Over wife and her (1) 
care. 


27, Irritability: With children (3) 


in neighborhood — goes down 

and reports them. 
28. Quarrelsomeness : (4) 
29. Rambling: (4) 
30. Evasiveness: (4) 
31. Circumstantiality : (4) 
32. Hoarding: (4) 
33. Preocaupation: (4) 
34. Inhibition Losses: (4) 
35. Delusions: (4) 
36. Hallucinations : (4) 


37. Depression: Cried—what will (3) 
happen to wife if he dies first. 


—Rating— 


Field Psychiatrist 

(3) Denies—seems quite proud of his 
independence, that he can care for 
himself and his blind wife—but— 
see Part I—Items Nos. 35, 36 and 
37—seems to partly blame himself 
for lack of friends. 

(2) Slight—mostly that his wife might 
be “taken away and put in a home” 
(he said a city social worker sug- 
gested this). 

Seems rather (2) “crochety” in his 
attitude toward neighbors—See Part 
I—Item No. 49. 

(3) Same as No. 27. 

(3) Not marked—seemed mostly a de- 
vice to keep me in conversation. 

(3) Slight and rare, but, e.g., (what 
did you eat for lunch today?) he 
tells me what he ate for breakfast. 

(4) 

(5) Denies—no objective evidence. 

(3) re (+) his wife—that he can take 
care of her adequately (+-+) the 
neighbors—not friendly—noisy. 

(5) Denies—no objective evidence. 

(5) Same as No. 34. 

(5) Same as No. 34. 

(4) “A little concerned” re items in 

No. 33 but denies depression and 

did not appear depressed. 


REMARKS 


Quiet man who is insecure and very 
isolated. Man who is in only fair con- 
tact. Has lost interest in most outside 
events because of demands upon him by 
wife’s condition. 


Eighty-five-year-old white married male 
who lives in city housing project, alone 
with 83-year-old blind wife. He is plea- 
sant and co-operative, fairly alert, and 
memory and orientation are quite good 
(except for some loss of orientation about 
time). No perceptual disorders noted. He 
is quite deaf—one must shout into his 
ear to be heard—has one blind eye— is 
rather crippled by probable generalized 
arthritis plus old left leg fracture: he 
ean walk around, stiffly, without assist- 
ance, but not for any great distance; in 
addition, he has probably moderate bron- 
chial asthma and probable arteriosclerotic 
cardiovascular disease, moderate. He 
seems to have led a rather dull routine 
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CASE NO. 1013 (Contd.) 


Interviewer No. 2 


—Rating— Field Psychiatrist 


borderline existence for some years—has 
not worked for 16 years, has few friends, 
almost no real leisure time activities ex- 
cept reading the newspapers. He com- 
plains of loneliness and of unfriendliness 
of neighbors, but seems rather quarrel- 
some in his relation to them (he told me 
he had called police several times to com- 
plain about the noisy children). 

Whether the unfriendliness of the 
neighbors resulted in his attitude, or vice 
versa, I can’t say, but I suspect the latter. 
He was courteous and related well with 
me, but he is hard to talk to because of 
his deafness. He seemed rather bewild- 
ered by the attitude of the neighbors. He 
is quite aggressive about his being able 
to care for his wife, but I think he feels 
he is losing, slowly, but surely his grasp 
—and he is afraid of loneliness and com- 
plete dependency—although he certainly 
leads a borderline dependent existence, 
and probably really wants dependency, 
he is proud that his present status is 
pretty much of his own choosing. 

Impression: Senility, mild, not psy- 
chotic, in a passive-aggressive personality 
type. 


CASE NO. 1143, WHITE, FEMALE, 90 


Interviewer No. 9 
Remote Memory Loss: She was 
able to remember a few ques- 
tions. 

Recent Memory Loss: She was 
confused on many issues. 
Immediate Memory Loss: She 
forgot what time it was when 
I told her—couldn’t remember 
name. 

Orientation Loss: 


Apathy: 


Sleeplessness : 
Confusion: She is confused as 
to time and people. 


—Rating— Field Psychiatrist 

(2) (3) Only minimal suggestions—memory 
seemed amazingly good for her age. 

(2) (3) Same as No. 1 

(1) (2) She remembered who I was, why I 
came, but asked three times if I 
could get her old age payments 
despite my definite answer. 

(4) (3) Perfect to objective testing and she 
denies (but son says, “maybe once 
in a great while”). 

(5) (5) Alert, interested, good and appro- 
priate affect. 

(4) (5) Denies, 

(2) (2) “I guess I get a little mixed up 


once in a while—but not very often 
—and I am 90 years old you know.” 
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CASE NO. 1143 (Contd.) 


Interviewer No. 9 
Restlessness : 


Forced Laughing and Crying: 
Emotional Emptiness: 

Loss of Grasp: I’m sure she 
didn’t know why I was there 
—She didn’t (remainder of note 
illegible). 

Headache : 

Dizziness and Lightheadedness: 
Paresthesia: 

Vague Somatic Complaints: 


Tremulous Speech: 

Syncope: 

Convulsions : 

Agnosia: 

Aprazia: 

Aphasia: 

Habit Deterioration: 
Disorientation: 
Confabulation: 

Loss of Self-esteem: “No one 
eares for me anymore,” ete. 


Anaiety: 


Irritability: 


Quarrelsomeness : 


Rambling: 

Evasweness: 
Ciroumstantiality: She could 
remember and would tell every- 
thing else about it. 
Hoarding: 

Preoccupation: 


Inhibition Losses: 

Delusions: She thinks every- 
one is against her and that 
her son and daughter-in-law 
have left her to die. 
Hallucinations : 


—Rating— 
(4) (4) 
(4) (5) 
(3) =) 
(2) = (3) 
(4) = (5) 
(4) (5) 
(%) 
(4) = (2) 
(4) (5) 
(4) = (5) 
(4) (5) 
(4) = (5) 
(4) (5) 
(5) = (5) 
(4) = (4) 
(4). (4) 
(4) = (5) 
@) = (8) 
(2) = (2) 
(4) = (2) 
(4) = (2) 
(4) (4) 
(4) (4) 
(1) (4) 
(4) (4) 
(3) = (8) 
(4) (4) 
(2) (4) 


(3) 


(4) 


Field Psychiatrist 
Denies—no evidence objectively— 
keeps active and busy but with pur- 
pose. 

Denies—no objective evidence. 
See No. 5. 

Minimal—e.g. “I expect the Re- 
publican to win — his name is— 
(long pause)—Eisenhauser.” 


On questioning, only brought out a 
multitude of vague aches and pains. 


Denied. 
Denied. 
Denied—no evidence on testing. 
Denied—no evidence on testing. 


No evidence on testing—denied. 
No evidence on testing—denied. 


Only in her feelings that she is a 
financial burden and would like to 
get some more money (“not much’’) 
“somehow.” 

Average—some remarks about her 
age and closeness to death, but no 
great fears expressed. 
Intangible—I can’t say why but she 
did overrespond somewhat. 
Accusatory and aggressive re wife 
of local son and also re son in 
New Jersey. (See Part I.) 

Direct and to the point. 

Same as No. 29. 

Same as No, 29. 


Denies—no objective evidence. 
Some preoccupation with pleasure in 
church and obligations to church. 
Denied—no objective evidence. 
Same as No. 34. 


Same as No, 34, 
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CASE NO. 1143 (Contd.) 


Interviewer No. 9 
37. Depression: “God is my only (1) 
salvation. Oh how I would like 
to die.” 


—Rating— 


Field Psychiatrist 

(3) Somewhat depressed (although does 
not definitely admit this) about 
financial status. 


REMARKS 


This woman apparently is very senile 
and has delusions of persecution at this 
time. 


A spry aggressive 90-year-old white fe- 
male who is active and interested— (espe- 
cially in chureh activities of her local 
church, which she seems to have made the 
focus of her life at present), despite 
marked deafness and marked generalized 
arthritis, and her advanced age. Alert, 
pleasant, and co-operative, her memory 
and grasp are surprisingly good for her 
age. 

No perceptual disorders noted. My feel- 
ing was that church activities afford her 
friendship, response, and boost her self- 
esteem in the sense that people like her 
and that she feels she is a useful person 
with humanitarian, or at least socially- 
approved, motivations. This and her 
admitted active overt but fairly well con- 
trolled aggression probably are to some 
extent defenses against fairly deep feel- 
ings of insecurity — that people don’t 
really like or appreciate her, that she 
really doesn’t have much to offer—but if 
so these feelings are long standing and 
probably not much related to her age or 
infirmities. Her aggression is not so much 
hostile as it is a sort of active rationaliz- 
ing—a sort of “if you don’t like me, to 
Hell with you” (she didn’t say this, of 
course). ‘ 

Impression: Senility, without definite 
psychosis, moderate, in a well-preserved, 
aged woman. 


CASE NO. 1432, WHITE, MALE, 68 


Interviewer No. 8 
1, Remote Memory Loss: 
Cerebral accident. 
2. Recent Memory Loss: 
Cerebral accident. 
3. Immediate Memory Loss: 
Cerebral accident. 
4. Orientation Loss: 
Cerebral accident. 


—Rating— 


Field Psychiatrist 
(4) See Clinical Note. 


See Clinical Note. 
(4) See Clinical Note. 


(4) See Clinical Note. 
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CASE NO. 1432 (Contd.) 


Interviewer No. 8 
Apathy: Acted as if he still 
had emotional feeling. 
Sleeplessness: Sleeps well. 
Confusion: Cerebral accident. 
Restlessness: Wife said, “No.” 


Forced Laughing and Crying: 
Cerebral accident. 

Loss of Grasp: Cerebral 
accident. 

Emotional Emptiness: 
Cerebral accident. 

Headache: Has occasional 
headache, wife said. 


Dizziness and Lightheadedness: 


Cerebral accident. 
Paresthesia: Cerebral accident. 
Vague Somatic Complaints: 
Cerebral accident. 

Tremulous Speech: Cerebral 
accident. 

Syncope: Cerebral accident. 
Convulsions: Cerebral accident. 
Agnosia: Cerebral accident. 
Apraxia: Cerebral accident. 


Aphasia: Cerebral accident. 
Habit Deterioration: Cerebral 
accident. 


Disorientation: Cerebral 
accident. 

Confabulation: Cerebral 
accident. 

Loss of Self-esteem: Cerebral 
accident. 

Anxiety: Cerebral accident. 
Irritability: Cerebral accident. 


Quarrelsomeness: Cerebral 
accident. 

Rambling: Cerebral accident. 
Evasiveness; Cerebral accident. 
Cirewmstantiality: Cerebral 
accident. 

Hoarding: Cerebral accident. 


—Rating— 
(5) (4) 
(5) (4) 
(3) (3) 
(5) (2) 
(4) (4) 
(3) (3) 
(3) 
(4) 
(4) 
(4) 
(4) 
(1) 
(3) 
(4) 
(2) 
(2) 


(4) 


Field Psychiatrist 


Denied by wife. 

Hard to evaluate—See Clinical Note. 
Walking around restlessly, playing 
with and stroking paralyzed arm. 
Denied by wife—no evidence. 


Hard to evaluate—See Clinical Note. 
Not asked. 

Not asked. 

Wife: “Never falls.” 


Not asked. 
Not asked. 


Not asked. 


Wife: “none.” 

Wife: “none.” 

No evidence on brief testing. 
Couldn’t test—seemed O.K. 
use of objects in room. 
Almost complete—See Clinical Note. 
Dressed fairly neatly—wearing hat 
in house—wife seemed to think there 
was some, 

See Clinical Note. 


in his 


Not asked. 
Not asked. 


Not asked. 

Seemed to become quite impatient 
and almost angry when I asked him 
“wrong” questions or couldn’t under- 
stand him. 

Same as No. 27. 


Not asked. 
Not asked. 
Not asked, 


Wife denied. 
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CASE NO. 1432 (Contd.) 


Interviewer No. 8 

33. Preocoupation: Cerebral 
accident. 

34, Inhibition Losses: Cerebral 
accident. 

35. Delusions: Cerebral accident. 

36. Hallucinations: Cerebral 
accident, 

37. Depression: Cerebral accident. 


—Rating— 


Field Psyohiatrist 
Not asked. 


(4) Wife denies—no objective evidence. 


Not asked. 
Not asked. 


Not asked. Not evident. 


REMARKS 


This man was paralyzed on his right 
side by a shock five years ago. He is 
unable to talk, so I could not obtain an 
interview with him, Tried asking him 
questions that he could answer by shak- 
ing his head, no, or yes, but his wife 
said he says “no” or “yes” to anything. 
It has no meaning. Wife had a hard time 
understanding my English so I could only 
obtain a little information about his diffi- 
culty. Man seemed to follow conversa- 
tion, but don’t know for sure just how 
much contact he has. 


Sixty-eight-year-old white man who had 
a “stroke” five years ago and has had 
partial right hemiparesis and almost com- 
plete expressive aphasia since. In addi- 
tion, he probably never did speak very 
good English, as he was confused at some 
of my questions but seemed to understand 
wife’s questions in Italian. Cannot write 
but can read. Most information from wife 
—who herself is rather senile, irritable, 
and speaks and understands English only 
poorly. 

Nevertheless, the subject makes “yes”- 
like “no”-like signs, and by multiple 
choice questioning I tested memory orien- 
tation, etc. quite carefully and thorough- 
ly. No evidence of memory loss, but he 
seemed somehow confused as to what was 
going on (? loss of grasp), was restless, 
appeared rather irritable and almost 
angry when he would make unintelligible 
sounds and I didn’t understand them. 

Impression: Postcerebrovascular acci- 
dent state with aphasia and right hemi- 
paresis, 


CASE NO. 1445, WHITE, FEMALE, 94 


Interviewer No. 2 
1. Remote Memory Loss: 


Recent Memory Loss: 
Immediate Memory Loss: 
Orientation Loss: 

Apathy: 

Sleeplessness : 

Confusion: 

Restlessness: 

Forced Laughing and Crying: 
Emotional Emptiness: 


SPPS Pr Sf & 


_ 


—Rating— 


Field Psychiatrist 

(1) Doesn’t remember who daughter is, 
any dates, places, etc. Completely 
out of contact. (See Clinical Note.) 

(1) See No. 1. 

(1) See No. 1. 

(1) See No, 1. 

(1) Complete! See Clinical Note. 

(4) Daughter says “sleeps fine.” 

(1) Complete. See Clinical Note. 

(4) Daughter says no. 

(4) Daughter says none. 

(1) Complete. See Clinical Note. 
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CASE 1445 (Contd.) 


Interviewer No. 2 —Rating— Field Psychiatrist 
11. Loss of Grasp: (1) Complete. 
12, Headache: Not asked. 


13. Dizziness and Lightheadedness: 


14, Paresthesia: 

15. Vague Somatic Complaints: 
16. Tremulous Speech: 

17. Syncope: 

18. Conwulsions; 

19. Agnosia: 


20. Aprawia;: 


21. Aphasia: 

22. Habit Deterioration: 
23. Disorientation: 

24. Confabulation: 

25. Loss of Self-esteem: 
26. Anwiety: 

27. Irritability: 

28. Quarrelsomeness: 

29. Rambling: 


30. Evasiveness: 

31. Cirowmstantiality: 
32. Hoarding: 

33. Preoccupation: 


Not asked. Daughter says she used 
to complain of this. 
Not asked. 
Not asked. 

(4) No (objective). 

(4) Daughter denies. 

(4) Daughter denies, 

(1) Can’t recognize objects, out of con- 
tact. 

(1) Doesn’t know use of any objects, 
can’t do anything. 

(4) 

(1) Complete—See Clinical Note. 

(1) Complete—See Clinical Note. 
Not asked. 
Not asked. 
Not asked. 

(4) Denied by daughter. 

(4) Denied by daughter. 

(1) Recurrent mumbled rambling with 
only an occasional, intelligible word. 
Not asked. 
Not asked. 
Not asked. 
Not asked. 


34, Inhibition Losses: (1) 

35. Delusions: Daughter says she used to think 
she was in church when home, ete. 
Too out of contact in past two 
years to know. 

36. Hallucinations: Daughter says she used to hear 
voices, sée relatives when no one 
was about. 

37. Depression: Not asked. 

REMARKS 


From conversation with daughter this 
lady is completely out of contact. The 
loss of grasp began after hospitalization 
for a fractured hip and over a period of 
eight years increased. In the last eight 
months, this patient has gone downhill 
and daughter states she is just like a 
baby; has to be fed and changed, and 
doesn’t even talk. Up to eight months 
ago, her mother was more care because 
she wandered both day and night, lived 
completely in the past and didn’t know 
any of the family. 


Clinical Note: 94-year-old white female 
completely out of contact and deteriorat- 
ed. Most information from daughter, 
but I insisted on seeing the subject—a 
little shriveled-up, old, white-haired fe- 
male sitting in a chair, hunched over, 
mumbling incoherently, drooling saliva, 
not responding to questions or directions 
from me or daughter—with strong smell 
of urine on clothing. 

Impression: Senile psychosis, severe. 
(Predict death within three months.) 
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CASE NO. 1562, WHITE, 


Interviewer No. 4 
Remote Memory Loss: Marked 
loss — can’t remember events 
of childhood, common names, 
events, dates. 

Recent Memory Loss; Remem- 
bers address before—but for- 
gets many things. 


Immediate Memory Loss: 
Could not remember my name— 
but did notice repeat question. 
Orientation Loss: 


Apathy: 

Sleeplessness : 

Confusion: Forgets what she 
is doing, where she is going. 
Restlessness; 

Forced Laughing and Crying: 
Cried several times during in- 
terview without reason—“can’t 
help it.” 

Emotional Emptiness: 

Loss of Grasp: 


Headache: 

Dizziness and Lightheadedness : 
“Bad at times” when reaches 
above her. 

Paresthesia: 

Vague Somatic Complaints: 


Tremulous Speech: Lips 
tremble. 

Syncope: Falls asleep while 
talking. 

Convulsions : 

Agnosia: 


Apraxia: Can thread needle. 


Aphasia: Difficulty remember- 
ing common words. 

Habit Deterioration: 
Disorientation: 

Confabulation: 


@ @ 
(Qj) (2) 
(2) (4) 
(4) = (5) 
(4) (4) 
(4) = (4) 
(4) (3) 
(4) (4 
@) (4 
(5) (4) 
(4) = (8) 
(4) (4) 
(2) = (2) 
(4) (4) 
(4) (4) 
(3) (5) 
(3) (1) 
(4) = (5) 
(4) = (5) 
(5) (5) 
(2) (5) 
(4) (4) 
(4) (5) 
(4) (4) 
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FEMALE, 82 
Field Psychiatrist 
Various basic details (date of mar- 


riage) (years of school, ete.) not 
remembered. 


Some difficulty remembering if pre- 
viously interviewed, ete. Could not 
remember just when she moved to 
present address. 

No evidence on testing. 


No evidence on testing—Normal— 
Denied. 

Responsive, pleasant. 

Denied. 

Denied, except “I’m a little mixed 
up about how much money I have.” 
Denied and no objective evidence. 
Denied and no objective evidence. 


Affect present and appropriate. 
No evidence objectively but some 
feeling she cannot at times come to 
grips with her environment. 
Denied. 
Occasional 
falling. 


mild vertigo without 


Denied. 

Somatic complaints were specific and 
apparently based on real organic 
disease. - 


Only when associated with “strokes” 
(three times). 

Denies. 

Denies. No objective evidence on 
testing. 

Denies. No objective evidence on 
testing. 

No objective evidence. 


No evid deni 

Normal on testing—denies. 

No evidence observed of confabula- 
tion. 
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CASE NO. 1562, (Contd.) 
—Rating— 


Interviewer No. 4 
25. Loss of Self-esteem: No longer (3) 
has own home. 


26. Anmiety: (2) 
27. Irritability: (4) 
28. Quarrelsomeness: (4) 


29. Rambling: Sometimes does not (2) 
answer questions, 


30. Evasiveness: (4) 


31, Cirowmstantiality: In answer (2) 
to questions such as schooling 
—remote events — finally gives 
answers sometimes. 





Field Psychiatrist 

(2) Says she is almost friendless—not 
much to live for—“I don’t know if 
I really am much help around the 
house”’—but rather proud of how 
much she does considering her age 
and physical limitations. 

(2) Definite but not marked signs of 
anxiety re financial status, position 
in household. 

(4) No evidence seen—probably present 
but denied or repressed. 

(5) Hostility appears to be carefully 
guarded against and denied. “These 
people I live with are fine people.” 

(1) Marked—associates in a rather logi- 
cal orderly fashion, but continues on 
and on, so that interviewer must 
interrupt to ask questions. 

(2) See No. 29—but definite evasiveness 
to some questions—quite obviously 
when she is covering memory defect 
or the denied affect of depression 
or hostility. 

(2) See No. 29—but some of the ram- 

bling is circumstantial—difficult to 

differentiate this. 


32. Hoarding: (4) (4) Denied—No evidence on seeing the 
room in which she lives. 
33. Preoccupation: Preoceupied (2) (4) No evidence noted. 
with strokes. 
34. Inhibition Losses: (4) (4) Denied to direct and indirect ques- 
tioning. No evidence. 
35. Delusions: (4) (4) Denies—No evidence noted. 
36. Hallucinations: (4) (4) Denies—No evidence noted. 
37. Depression: Cried several (3) (2) Patient tries desperately to seem 
times. pleasant and cheerful but indica- 
tions of rather marked depression 
kept slipping out—“I suppose I 
don’t have very long to live’—*I 
do wish people would visit me more 
often,” ete. 
REMARKS 


Within two minutes after entering home 
she started to cry after informing me she 
had three strokes in one week three years 
ago. This continued at 15-minute intervals 
throughout interview. At close of interview 
she thanked me for “the very happy 


This 82-year-old white widowed female 
appeared in good physical condition de- 
spite her admission (probably true) of 
four recent strokes. There was no evi- 
dence of gross neurological residual dam- 
age except that she said her left hand 
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CASE NO. 1562, (Contd.) 


Interviewer No, 4 
visit.” Her words were chosen with diffi- 
culty and she would forget words like 
“ulcer” and “hospital.” The party could 
answer a question simply—but would be 
very circumstantial or ramble. She is 
living with a person whom she had raised 
from boyhood. He is married and has a 
four-year-old daughter. She feels secure 
in the home and is thankful for it. She 
moved in three years ago after selling 
her rooming house after her strokes. The 
money went to this person who is now 
supporting her. She related well, but rarely 
looked at the interviewer. She stated 
that she has a fear of falling asleep 
while talking, which used to happen quite 
often. 


—Rating— 


Field Psychiatrist 

was weaker than her right. She also ap- 
peared to have some arthritic stiffness of 
the knees, but walked unaided without 
much difficulty. During the interview she 
perched on the edge of a chair, seemed 
alert, pleasant, almost overly co-operative. 

At the end of the interview she insisted 
I come meet her parrot and hear it talk 
(it only said, “Hello!” and she apolo- 
gized and said the parrot was probably 
angry because she had left him alone for 
so long) and then she asked in a hope- 
ful and somehow pitiful way if I could 
come back and talk to her again. When 
I said I was sorry but I probably could 
not, she said, “Oh, well, I know you must 
be very busy—I didn’t think you could.” 
She was certainly oriented—memory loss 
except for remote memory was minimal— 
she was not very confused and had a fair 
grasp, although she rambled forever (but 
I suspect this was partly a device to 
keep me there as long as possible). No 
perceptual disorders were elicited. 

My feeling was this woman is desper- 
ately lonely (she spoke of her parrot al- 
most as a mother speaking of a child)— 
that her cheerful exterior covers consid- 
erable depression—that she has for prob- 
ably many years been forced into a pas- 
sive role which she feels is the proper 
acceptable one for her but which has 
made her feel unimportant to herself or 
anyone else—so that she probably has 
deep resentful hostile feelings which she 
denies and/or represses and/or sup- 
presses. 

Impression: Senility, without definite 
psychosis, progressive, moderate, in a 
passive-aggressive personality type, with 
some manifestations of moderate (non- 
psychotic) depression. I think she might 
be capable of suicide (homicide much 
less likely) but that her defenses are so 
well-entrenched that any violent action is 
impossible. I might certify her to a state 
hospital but only if she exhibited consid- 
erably more deterioration, or gave vent 
to some real act of violence (i.e. evidence, 
objective, that she had lost control—if 
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CASE NO. 1562, (Contd.) 


Interviewer No. 2 


—Rating— 
she were, for example, to throw a dish 
at someone, or even to scream in anger 
at the child) or if the external circum- 
stances of her environment were to 
change in some marked way. (I do not 
believe she could, for example, live suc- 
cessfully all alone.) 





Field Psychiatrist 


CASE NO. 1729, WHITE, MALE, 66 


Interviewer No. 5 
Remote Memory Loss: 


Recent Memory Loss: 
Immediate Memory Loss: 


Orientation Loss: 
Apathy: 


Sleeplessness: Said that only 
sleeps two to four hours since 
he works at night; can’t sleep 
well. 

Confusion: 

Restlessness : 

Forced Laughing and Crying: 
Emotional Emptiness: 
Answered without change in 
tone of voice; no change of ex- 
pression. Not interested in in- 
terview. 

Loss of Grasp: 

Headache : 

Dizziness and Lightheadedness: 
Paresthesia: 

Vague Somatic Complaints: 
Tremulous Speech: 

Syncope: 

Convulsions : 

Agnosia: 

Aprawia: 

Aphasia: 

Habit Deterioration: 


Disorientation: 
Confabulation: 

Loss of Self-esteem: 
Anniety: 

Irritability: 


—Rating— 
(4) = (4) 
(4) (4) 
(4) (4) 
(4) 
(4) = (3) 
(2) 
(4) 
(4) = (2) 
(4) (4) 
(2) 


(4) 
(2) 
(5) 
(5) 
(5) 
(5) 
(5) 
(4) 
(4) 
(4) 
(5) 
(4) 


(4) 
(4) 
(4) 
(2) 
(4) 


(4) 
(4) 


(4) 
(4) 
(4) 
(3) 


(3) 
(2) 
(1) 


Field Psychiatrist 
Not tested—but denied—and no 
evidence on first part of protocol. 
Same as No. 1. 
Remembered why I came and ex- 
plained it well to wife. 
Not asked. 
Insufficient evidence to rate but 
seemed fairly alert, etc. Question- 
able. 
Not asked. 


Not asked. Didn’t seem likely. 
Quite restless throughout. 


Not asked—didn’t seem apparent. 


Not asked. See No. 3. 
Not asked, 
Not asked, 
Not asked. 


Not asked. 

Not asked. 

Not apparent but not tested. 
Same as No. 19. 

Same as No. 19. 

Needed shave—dressed in sloppy old 
clothes. 

Not asked. 

Not asked. 

Not asked. See Clinical Note. 
? 

See Clinical Note. 








28. 
29. 


30. 
31, 
32. 
33. 








34. 
35. 
36. 
37. 


Interviewer No. 5 
Quarrelsomeness : 
Rambling: 


Evasiveness: 
Cirowmstantiality : 
Hoarding: 
Preocoupation: 


Inhibition Losses: 
Delusions: 
Hallucinations : 


Depression: 
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CASE 1729, (Contd.) 


—Rating— Field Psychiatrist 

(4) (1) See Clinical Note. 

(4) (2) Some rambling during the first part 
of interview—after answering one 
question, talked about politics, etc. 

(4) = (4) 

(4) (4) 

(4) Not asked. 

(4) (2) Somewhat preoccupied with somatic 
illness. 

(4) Not asked. 

(4) Not asked. 

(4) Not asked. 

(4) (2) See Clinical Note. 

REMARKS 


Sixty-six-year-old white married male 
baker—speaks with thick Germanic-Jew- 
ish accent and inflection, although he has 
been in this country many years, and his 
wife speaks perfect English. He walks 
with a shuffle in a hunched posture, and 
was recently operated for bilateral vari- 
cosities of the legs (he insisted on roll- 
ing up his pants to show me the scars— 
apparently had bilateral high ligations). 
He also said while he was in the hospital 
the doctors found he had diabetes 
(mellitus) and he is still being checked 
for this. He is not on insulin. 

When I first called on October 27th 
he was listening to television and refused 
the interview in a rather hostile, irritable 
manner: “I just got out of the hospital 
—I’m too sick” (although he was sitting 
up watching TV and did not appear very 
ill). He sort of “rushed” or crowded me 
out, saying, “come back another day” (in 
a hostile, rather than pleasant or courte- 
ous fashion). Today again he was watch- 
ing TV, said he didn’t want to talk to 
me, I should talk to his wife. I ex- 
plained my mission, and, I suppose, made 
some insistence he talk (but not in an 
uncourteous or peremptory fashion). He 
then went into the kitchen and talked 
—or rather, mostly answered my quest- 
ions briefly and in a sort of disgusted 
tone. He appeared on both days unshaven 
and quite shabby, but fairly alert in an 
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CASE 1729, (Contd.) 
Interviewer No. 5 —Rating— Field Psychiatrist 


aggressive way, although somehow I had 
the feeling he was rather apathetic. The 
evidence indicated no marked memory 
defects—orientation was not tested but 
no gross disorders were noted—there were 
no signs of perceptual disorder noted— 
and although he did ramble a little about 
polities, he seemed to have good grasp. 

When his wife asked what I wanted, 
he explained—in the same disgusted irri- 
tated tone of voice—but his understand- 
ing of the purpose of the interview was 
excellent. He seemed rather preoccupied 
about his own illness, and his wife’s 
recent lower leg fracture (now in a cast) 
—the possible effect on their finances, on 
his going back to work. He was quite 
restless throughout, and at 3:30 when he 
heard (from the kitchen) the TV pro- 
gram change, he suddenly got up, again 
sort of brushed me aside and shouldered 
me out the door. 

Impression: Aggressive personality 
type with mild senility, not psychotic. 
It seemed to me there was a vague under- 
lying apathy and/or depression and/or 
loss of self-esteem, in his general mood 
and his preoccupation as above (he is 
not really disabled by his illness—why 
should he be so worried about going back 
to work?). Such a man, I think might 
well develop suicidal tendencies. 


These protocols give a picture of the frequency with which dis- 
crepancies occurred in symptom ratings, on 13 persons who were 
interviewed twice. The following analysis assumes that the psy- 
chiatrist was a better judge of the respondent’s mental status than 
were the interviewers. One of the 13 cases (No. 1445) was out of 
contact on both interviews, a situation similarly described by both 
examiners; however, the interviewer did not fill in the bulk of the 
protocol, so there is no opportunity for comparing ratings. There 
were 58 instances in which a symptom was rated as less marked 
by the interviewer than by the field psychiatrist (“false nega- 
tives”). In 24 instances, the reverse was true (“false positives”). 
If the individual protocols are read, it is clear that in some cases 
the state of the respondent had obviously changed during the time 
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interval (Nos. 1562, 1013, 27 and 55). In another three cases (Nos. 
1143, 623 and 1729) the respondent quite evidently responded to 
the second interview differently from his manner of responding 
in the first interview, although there is no evidence that his health 
has bettered or worsened. 


These three cases also illustrate some of the variation in the style 
of interviewing and recording interviews. They are neither the 
best nor the worst interview records in the study. Protocol Number 
662 is an illustration of one of the lowest grades of interviewer 
performance; it also reflects one of the weaknesses of the survey 
organization in that the supervisors should not have passed this 
protocol without a written statement about the person and the in- 
terview. 


The four respondents who showed no change in state between 
the two interviews accounted for 21 instances in which the inter- 
viewers underestimated symptoms (by 2 or more ratings) and 
six in which they overestimated symptoms, as compared with the 
psychiatric field interviewer. 

The survey procedure (see Section 1.342) tended to permit false 
negatives, while discouraging false positives. The youthfulness 
and semi-trained status of the interviewers favored caution in 
drawing conclusions. The requirement that positive findings be 
justified by citation of evidence discouraged assertiveness. The 
lack of information from household informants, regarding mental 
failings which might be only intermittently apparent, handicapped 
the interviewer with respect to clues which could be used by a cer- 
tifying psychiatrist in focusing his attention on particular aspects 
of the respondent’s performance. (The field psychiatrist, of course, 
had the same handicap.) Furthermore, throughout the training 
and supervision of the raters greater emphasis was deliberately 
placed on being sure of positive findings than on fear of missing 
them. Consequently, the six apparent overestimations in this group 
are of special interest. 

One of these occurs on restlessness in Case 484, pages 276-277. 
It is possible that the interviewer was impressed by the history 
of state hospital admissions and that this influenced his rating. 
However, it is also possible that the subject was restless on the 
day he saw her; he apparently did not attempt to interview her 
extensively, since most of his remarks refer to the daughter’s state- 
ments. 
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Protocol 618 showed tremulous speech and inhibition losses in 
excess of the field psychiatrist’s report. Although the respondent 
does not appear to have been in a very different state of mind on 
the two occasions, the fact that she cried in the first interview 
might be taken as evidence that she was not functioning as well 
that day and that her defenses were less intact; this interpreta- 
tion would lend credence to the interviewer’s rating on these two 
symptoms. 

Both headache and dizziness were reported by the interviewer 
on Protocol No. 454, and not reported by the field psychiatrist; 
the field psychiatrist, however, indicates that he failed to ask about 
these symptoms, so these cannot be regarded as examples of in- 
terviewer error of overestimation. 

The remaining apparent overestimation of a symptom by an in- 
terviewer is the rating on preoccupation in Case 662, page 284. 
This rating can only be regarded as a further illustration of the 
poor quality of this interview and protocol. With the exception 
of this rating, which should not have deceived a rater, it would 
appear that indications of overestimations of symptoms by the in- 
terviewers were almost all accountable to other causes than real 


overestimation. This review of the differences between the inter- 
viewers’ protocols and those of the 13 re-examinations by the field 
psychiatrist strengthens the impression that interviewer errors 
were predominantly errors of underreporting and that overreport- 
ing of symptoms could only be shown to have occurred in one in. 
stance. 


(Part III of this Mental Health Survey will appear in Tx 
PsYCHIATRIC QUARTERLY SUPPLEMENT, Part 1, 1960.) 


Mental Health Research Unit 

New York State Department of Mental Hygiene 
State Office Building 

333 East Washington Street 

Syracuse 2, N. Y. 





20-YEAR FOLLOW-UP OF AN ADOLESCENT SERVICE IN 
A PSYCHIATRIC HOSPITAL* 


BY GEORGE NICKLIN, M.D., AND JAMES M. TOOLAN, M.D. 


Adolescent patients admitted to Bellevue Psychiatric Hospital, 
New York City, were originally placed on a children’s ward or on 
quiet adult wards. On April 1, 1937, the adolescent male ward was 
opened and a study of its first-year admissions was made by 
Frank Curran.’ In 1950, a separate service was established for 
adolescent girls, and a study of a year of admissions to this serv- 
ice was made in 1953.’ The present paper is a study of the admis- 
sions to the male adolescent service from April 1, 1956 to March 
31, 1957, inclusive, on which date the adolescent male service com- 
pleted its twentieth consecutive year of operation. A comparison 
with the two previous studies was made. 

The purpose of this current study is to point out the changes 
and the similarities in the facilities and personnel; in the patient 
groups; in sources of referral; age; racial grouping; intellectual 
functioning; diagnoses and dispositions of the patients. Naturally, 
during the intervening 20 years, there was also a change in 
the philosophy concerning the approach to the problems of the 
adolescent. Like any hospital [acility, the adolescent service has 
had periodic difficulties, which, the writers feel, have been dim- 
inishing in severity as knowledge of how to handle the adolescent 
has improved. There has also been marked improvement in the 
ancillary facilities for the service. This has alleviated the need for 
many of the admissions, and inereased the opportunities for pa- 
tients on discharge. This service has been markedly influenced by 
the diagnostic theories of Lauretta Bender concerning childhood 
schizophrenia,’ and most members of the psychiatric personnel 
have received training from her at one time or another. Perhaps 
of equal significance, has been the increased flexibility of the per- 
sonnel on the service, with a subsequent extension of visiting 
hours and, most recently, with the unlocking of the ward from 
9:00 a.m. to 4:00 p.m. This was an outgrowth of Rees’ work in 
Great Britain,‘ as well as of favorable reports in the United 
States.’ The resulting decrease in tension has been shown in dim- 
inished rebelliousness and less volatile behavior by the patients. 


*From the Psychiatrie Division of Bellevue Hospital and the New York University 
College of Medicine, New York City. 
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DESCRIPTION OF THE WARD 


The adolescent male ward is located in the east wing of the 
fifth floor of a 26-year-old, red brick, nine-story building, which 
houses the Bellevue Psychiatric Hospital. At present the service 
has an average census of 20 to 25 patients. Boys between 12 and 16 
are admitted; but there is some flexibility at either end of the age 
range, depending on the size and maturity of 11-year-old or 17- 
year-old boys, who are occasionally admitted. The ward staff con- 
sists of a full-time senior psychiatrist in charge of the service, 
and a full-time junior psychiatrist. Two to four residents in psy- 
chiatry are assigned to the ward as part of their training. In 
addition, there are two psychologists, one of whom is an intern 
in training; a psychiatric social worker; two nurses and several 
nurses’ aides; as well as groups of student nurses and medical 
students. Two recreational therapists are assigned to the ward, 
which is integrated with the special school program. 


The members of the ward personnel, especially the charge nurse, 
are important in setting the emotional tone for the care of the 
patients. A warm, maternal person is usually best suited for the 
position of charge nurse. Because of the shortage of nurses, the 
ward usually has problems that are most likely to appear during 
the evening or night shift when the ward is minimally staffed. 
However, these are usually of a minor nature, and if additional 
nursing care is needed at such a time, it is usually arranged by 
transfer of a nurse from another ward. 

The patients attend school in a special facility provided by the 
City of New York for emotionally disturbed children.® If possible, 
the classes are limited to five to eight children. Many children 
who were unable to adapt to the outside school program find them- 
selves having their first learning experience on entering the hospi- 
tal. The school provides a constructive use of time for the patients 
during the day. It makes use of a small gymnasium on the boys’ 
ward, and of a large play yard adjoining the east wing. The pa- 
tients have their own garden and engage in games there when 
the weather permits. During the time of this study, this school 
discontinued co-educational classes for adolescents. It was found 
that their learning experience was better when the academic 
classes were limited to non-co-educational groups. 

In addition to the other services, a special children’s recreation 
service fulfills an important function after the regular. school 
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hours have ended, by offering games and parties on the ward, 
sponsored jointly with the female adolescent service. On week- 
ends, the recreation service sponsors a dance, and there may be 
one or two additional dances during the week. During school 
vacation and on week-ends, the recreation program is more active. 
Movies and parties are attended jointly by both wards. 

The female adolescent service uses the same school facilities 
and recreational facilities as the male service. It has a similar 
staff and maintains about the same ward census. However, it 
occupies about half the space of the male service and is located 
on the third floor of the west wing of the hospital. The emotional 
tone on the female service is somewhat different from that on the 
male service. The adolescent female patients tend to be less 
aggressive than the adolescent males and also tend to be somewhat 
more talkative. 


Since the adolescent male ward first opened in 1937, there has 
been little change in the space available to the patients. The aver- 
age census, however, has diminished from 40 or 50 to 20 or 25. 
The patients remain on the ward for three to four weeks of obser- 
vation. At the end of this time, they are either sent to state hospi- 
tals, or returned to their homes, or have arrangements made for 
clinic or agency treatment. A few patients may also ent:* the 
day-hospital program. 

In the original paper describing the manner in which the ward 
was set up in 1937, there were many group therapy projects, such 
as story-telling, bead work, magic, music, and dramatic activities.’ 
These were provided by the Works Progress Administration and 
are no longer operative on the ward. On the other hand, the small 
school program of the original ward has been expanded so that 
the patients receive about five hours daily of instruction, instead 
of the two hours daily which were originally offered. The school 
has also expanded from one ungraded class to six classes, includ- 
ing an academic program, shop work, sewing and physical educa- 
tion. 

Conference activities on the ward have been expanded. When 
the service opened, there was a weekly staff conference. This was 
apparently attended by most of the ward and medical personnel. 
At present, there is a weekly conference for resident psychiatrists 
in training, and this conference deals with the psychiatric theory 
of adolescence. There is also a disposition conference, at which all 
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persons who have been involved in the evaluation of patients 
meet to arrange disposition. They usually include the ward psy- 
chiatrist, the psychiatric residents, the psychiatric social worker, 
nurses, attendants, and the school teacher. Last, there is an ado- 
lescent service staff conference held weekly at which a patient of 
special interest is presented and discussed for all the personnel 
assigned to the service and any other members of the hospital per- 
sonnel who desire to attend. 

During the three-week to four-week period of observation, each 
child is given a careful physical, neurological, and psychiatric 
examination. All of the children receive routine blood Wasserman 
studies and chest x-rays. Klectro-encephalograms, skull x-rays, 
and other special procedures are available when indicated, as are 
also special consultations with the surgical, medical or other divi- 
sions of the hospital. Some patients are retained beyond the usual 
stay to receive psychotherapy, shock treatment, and/or medication. 
Each patient receives complete psychological tests, including the 
Wechsler-Bellevue or Wechsler Intelligence Seale for Children, 
figure drawings, Gestalt drawings, the Rorschach, and any other 
psychologeal test that may be considered necessary. All test data 
are taken into consideration at the final disposition conference of 
each patient. 

A day-hospital program was instituted in 1956 for a small select 
group of patients who could return home each evening, but who 
came to the hospital during the day to participate in the ward 
program and receive psychotherapy. This program has been mod- 
erately successful. 

Sources oF REFERRAL 


During the year of April 1956 through March 1957, 319 ado- 
lescent male patients were admitted to this service. They were 
referred from the courts, their homes, other hospitals, institutions, 
agencies and the schools, in that order of numerical frequency. 
(See Table 1.) Sixteen adolescents were re-admitted during the 
year, making a total of 335 admissions. This compares with 328 
adinissions in 1953 to the female adolescent service’ and 617 admis- 
sions to the male adolescent service in 1937.’ Of the 617 admis- 
sions in 1937, 121 were readmissions, making 496 first admissions. 
The decreased admission rate reflects the increased availability 
of outside facilities, such as court clinics and private agencies, 
where many children are studied who formerly would have been 
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Table 1. Sources of Referral 








Percentages 
Male Female Male 
Source 1957 1953* 1937** 
WOUE ask 0.0.0 a0ieweitee bbe oe cle 54 51 71 
by Meee ye: Creer ery T 19 16 — 
Hospital ....cceccccccscccces 11 10 _ 
Institution ......ceeeeececeees 10 10 — 29 
AMON onc ccccecccccccccces 5 8 —_ 
DOE bs SCR ee 1 5 —_ 
100 100 100 
Total numbers of first admissions .. 319 325 496 





(Numbers in this table and all subsequent tables have been converted to percentages 
for purposes of simplification and comparison. The percentages are based on the 
number of first admissions.) 

*See Ref. 2. 

**See Ref. 1. 


admitted to the hospital. Commitments to state schools for de- 
fective children are also arranged through the court clinics and 
through Bellevue Hospital’s Mental Hygiene Clinic, eliminating 
the need to admit these patients, many of whom were formerly 
admitted for study. 

In each of the three studies in Table 1, it is of interest that 
over 50 per cent of the referrals came from the courts, though 
this number is diminished from 71 per cent in 1937 to 54 per cent 
in 1957. The direct referrals from families may have increased 
through the years, as the recognition of psychiatric problems has 
become more widespread. All except emergency admissions are 
given a preliminary screening. The emergency cases are usually 
acutely psychotic, suicidal or homicidal patients. 


Acre ann “RacraL” Data 


Age and “racial” data were not available in the 1937 study.* 
The racial distribution in the current study is similar to that found 
on the female adolescent ward in 1953. For the purpose of 
these comparisons, whites, Negrces and Puerto Ricans are con- 
sidered to be separate “racial” groups. In these two studies, the 
white racial group is roughly half the admissions (Table 2), the 
colored a third, and the Puerto Ricans, a fifth. The racial distri- 
butions on wards reflect the stresses to which minority groups 
are subjected in our society, since the percentages exceed the per- 
centages of these minority groups in the general population. 
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Table 2. Racial Data 





Percentages 
Male Female Male 
1957 1953* 1937** 


51 45 No 
Colored (except Puerto Rican) .. 30 38 data 


Puerto Rican 19 17 available 


*See Ref. 2. 
**See Ref. 1. 








Aags at ADMISSION 


During the current study and the 1953 study of the adolescent 
female ward, the ages at admission were tabulated. They are 
shown in Table 3. The admission policy is not to accept patients 
on the male service after their sixteenth birthdays, or on the fe- 
male service after their eightecnth birthdays. Patients under 12 
are usually admitted to the children’s service. The male admissions 
are concentrated in the thirteenth, fourteenth and fifteenth years, 
although the last group has the highest percentage (34 per cent). 
This may reflect the increased ability of boys in the 15-year-old 
group to manifest their aggressiveness; and, indeed, the percent- 


ages of admissions increase from 22 per cent at 13 to 27 per cent 
at 14, and 34 per cent at 15, which parallels the increase in body 
maturation and co-ordination. Most of the male admissions are 
precipitated by some type of aggressive act. 

Table 3 shows the increased frequency of female admissions, 
especially in the older groups, 14 through 17. This is believed to 
be related to the marked increase in sexual changes that occur at 


Table 3. Age At Admission 





Percentages 
Male 1957 Female 1953* Male 1937** 





1 
1 
7 No 
9 
19 data 
20 
21 available 
22 





**See Ref, 1. 
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about these ages. With these changes, girls are more likely to 
engage in activity which calls them to the attention of the author- 
ities, and thence to the hospital. It is also at this period that a 
reversal in the sex ratio of schizophrenia oceurs. Before puberty, 
the boys predominate in the diagnosis of schizophrenia, whereas 
it is more frequent in females after puberty, suggesting that the 
stresses on the female become greater at this time. The aggres- 
sive boy is considered more nearly a normal pattern by society in 
this period than the aggressive or sexually acting-out girl, although 
most of the male admissions are related to pronounced aggression 
as previously mentioned. 


INTELLECTUAL FUNCTIONING 

The data on intellectual functioning is basically the same for 
all three periods studied. (See Table 4.) The percentages of de- 
fectives in all three groups are very similar. It is of interest that 
the 1953 study of the adolescent female ward* had the highest 
percentage of defective children in it, that is, 30 per cent with 
1Q’s below 70, whereas the 1937 study of the male ward’ showed 
24 per cent below a 70 IQ; and the 1957 study shows 26 per cent 
of the male ward below 70. The number of children committed 
to state schools, however, was much smaller in 1957 than in 1937. 
(See Table 7.) The reason is that the most seriously defective 
children were processed through the Bellevue Mental Clinic or 
through outside agencies. Many of the children whom the test 
showed to be defective in the 1957 series were also diagnosed as 
schizophrenic and were sent to state hospitals instead of to state 
schools. It is of interest that in all three series studied, the largest 


Table 4. Inteilectual Functioning 








IQ Male 1957 Female 1953* Male 1937** 
SO-O0 cee cic eeeeee 26 30 24 
TOTO: iis Keb ebic wdecee’s 22 19 15 
80-89 . .nvicisicgnceiiser 24 19 26 
90-99. ceccccesececs 15 16 8 
100-109... cece eeeeee 6 12 18 
L1O-1RD 2% Sie weeve vs 5 3 4 
120 app... 06 bajein's o's sig vais 2 1 5 


100 
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percentage of children that are above the mentally defective range 
fall within the dull normal group (IQ 80-89). This group was 24 
per cent in 1957; 19 per cent for the female ward in 1953, and 26 
per cent in 1937. One unusual result appears in the 1937 study 
in that a very large percentage of the cases is in the IQ 100-109 
group, a somewhat larger figure than would have been expected 
from the other distributions. It is felt that the falling of a large 
number of children within the dull normal range of intelligence 
is due to the fact that the adolescent service cares for emotionally 
disturbed children, and that emotionally disturbed children, as a 
group, are not capable of functioning as well as emotionally nor- 
mal children. Their mental illnesses probably tend to lower the 
group scoring about 10 points below what the average would 
otherwise be. 
DIAGNOSES 


In recent years, the psychiatric nosology has become more elabo- 
rate, and it is now possible to classify patients in greater diagnos- 
tic detail than in either of the previous two studies under com- 
parison. In 1937, 9 per cent of all adolescent male admissions 
were classified as psychotic.’ In 1957, 58 per cent of all admissions 
were so classified. (See Table 5.) Among the female adolescents 
in 1953, 34 per cent of all admissions were classified as psychotic.’ 
Comparison is somewhat difficult because of the change in nomen- 
clature which has occurred. However, the use of the term “schizo- 
phrenic reaction” has increased markedly, and now accounts for 
49.7 per cent of admissions in 1957, whereas the term was used 
only in 1 per cent of the admissions in 1937. The term “childhood 
schizophrenic reaction” was not in use in 1937, but was used for 
5 per cent of the female admissions in 1953, and for 21 per cent 
of the male admissions in 1957. This term was applied to children 
with histories of psychosis dating back into early childhood, to at 
least before the age of 11. The increased use of the term re- 
flects long-term and follow-up experience, coupled with screening 
which permits only the most severely mentally ill children to enter 
the hospital. 

It is of interest that the percentage of chronic brain syndromes 
was basically the same in ail three studies (3 per cent), suggest- 
ing a fairly fixed rate for this syndrome in present and past popu- 
lation groupings. It may be somewhat of a surprise that in the 
1957 study, only 1 per cent of the admissions are classified acute 
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Table 5. Diagnoses (Psychotic) 





Percentages 
Male Female 
Diagnosis 1957 1953* 





Schizophrenic reaction (nonspecific) 12.0 23.0 
Childhood schizophrenia 5.0 
(Childhood schizophrenia with mental deficiency, 

included with childhood schizophrenia) 
Paranoid schizophrenic reaction 
Pseudosociopathic schizophrenic reaction 
Chronic undifferentiated schizophrenic reaction . 
Acute schizophrenic reaction 
Schizo-affective schizophrenic reaction 
Catatonic schizophrenic reaction 
Simple schizophrenic reaction 
Hebephrenic schizophrenic reaction 

Total schizophrenic reactions 

Psychotic depressive reaction 
Psychotic reaction, nonspecific 


Chronic brain syndrome 
Psychosis with convulsive disorder 


Total psychoses 


*See Ref. 2. 

**See Ref. 1. 

tPsychosis with mental deficiency 
tPsychosis with psychopathic personality 





schiziphrenic reaction. Also, the simple, hebephrenic, catatonic, 
and schizo-affective schizophrenic reactions seem to be extremely 
rare in this group. 

A new type of diagnosis has become popular in the last few 
years. This is the pseudosociopathic schizophrenic reaction and 
this constituted 2 per cent of the 1957 admissions. These children 
were basically schizophrenic, but their symptomatology manifested 
itself in a sociopathic pattern. Of the total admissions, 3 per cent 
were mentally defective in addition to having childhood schizo- 
phrenia. The paranoid schizophrenic reaction still seems to be 
rather prevalent; and in the 1957 group, it constitutes 10 per cent 
of the admissions. The nonspecific schizophrenic reaction accounts 
for 12 per cent of the 1957 admissions. 

In the nonpsychotic diagnoses (Table 6), mental deficiency was 
one of the largest groupings in all three studies. It constituted 24 
per cent of the 1937 males and 23 per cent of the 1953 females. 
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In the 1957 group, however, the mental defectives were only 10 
per cent. The second most frequent nonpsychotic diagnosis in the 
1957 study was passive-aggressive personality. This constituted 
10 per cent of the admissions. Personality pattern disturbance, 
nonspecific, constituted 22 per cent of the female admissions in 
1953, and adjustment reactions of adolescents constituted 29 per 
cent of these female diagnostic groupings. Of course, most of these 
subeategories were not available for classification in the 1937 
study. Only the sociopathic personality group (nonspecific) could 
be separated, and this was called psychopathic at that time. To 
some, it may come as a surprise that only 3 per cent of the boys 
in the 1957 study had sexual deviations of the homosexual type. 
All of the patients falling in this group were overtly homosexual. 
As already noted in the discussion of intellectual functioning, the 
greater use of the outside facilities for commitment to state schools 
has markedly lowered the mental deficiency rate. The sociopathic 


Table 6. Diagnoses (Nonpsychotic) 





Percentages 
Male Female Male 
Diagnosis* 1957 1953** 1937+ 





Mental deficiency 23 

Personality pattern disturbance 22 
(nonspecific 

Passive-aggressive personality 

Schizoid personality 

Paranoid personality 

Adjustment reaction of adolescence 

Conversion reaction 

Depressive reaction 

Sociopathic personality (nonspecific) 

Dyssocial personality 

Antisocial personality . 

Sexual deviation (homosexuality) 

Character disorder (nonspecific) 

Gross stress reaction 

Heroin addiction 


eee Cow PP RD DD we 1 © 


52 82 31 





*In addition, there was one patient in the 1957 group with each of the following 
diagnoses: neurotic traits, inadequate personality, convulsive disorder, situational re- 
action, Marfan’s syndrome, deafness, tuberculosis, an:putation and monoplegia. One 
patient who was mentally defective had murdered another boy prior to admission. All 
of these data refer to the 1957 study. 

**See Ref. 2. 

tSse Ref. 1. 
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personality disorders are more frequent among the males than 
among the females, as is also the passive-aggressive personality. 

In recent years, the admission of adolescent heroin addicts has 
diminished markedly. This is due to the opening of special facili- 
ties for adolescent addicts, as a result of earlier studies done on 
the Bellevue adolescent service.° 


One of the mentally deficient patients had murdered another 
boy prior to admission. This seemed to be a direct result of his 
mental deficiency, since he apparently did not understand the exact 
import or consequences of the act. In 14 per cent of the 1957 
patients, there were histories of homicidal intent or attempt, 
while 11 per cent had histories of suicidal intent or attempt; 2 
per cent had histories of fire-setting. 

Since 1937, the elaboration of the psychiatric diagnostic cate- 
gories has made for a more complex diagnostic pattern. In 1937, 
only 2 per cent of the adolescent boys admitted were classified as 
psychoneurotic, and apparently a great number who had no major 
pathology were returned to the court or to their homes without 
specific classification. This usually does not happen with children 
who are returned to the court now, since some attempt is made 
to see what category, if any, they may fit into. In the most recent 
study, some patients fell into two or more diagnostic categories, 
for example schizoid personality and paranoid personality, or a 
psychiatric condition with organic disease such as tuberculosis, 
so that the total number of diagnoses exceeds the number of pa- 
tients. Naturally, in any group of patients of this size, one sees 
some diagnostically unusual diseases, such as Marfan’s syndrome. 
Also, one of our patients had monoplegia, one had an amputation, 
and one suffered from deafness, besides one who had tuberculosis. 


DISPOSITIONS 


The dispositions of the patients reflect the marked increase in 
psychotic children diagnosed on the adolescent male service. In 
1937, 9 per cent of the admissions were sent to state hospitals. 
(See Table 7.) In 1953, 19 per cent of the female adolescent admis- 
sions were committed to state hospitals; and in 1957, 40 per cent 
of the adolescent male admissions were sent to state hospitals. 
Facilities for psychotic children have more than doubled in the 
state hospitals since 1937. It is also noted in Table 7 that there 
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Table 7. Dispositions 


Percentages 
Male Female Male 
Disposition 1957 1953* 1937** 


State hospital 40 19 
State school for defectives 8 16 

18 30 
Institutionst 28 
Mental hygiene clinic 








Day hospital program 
Residence for girls 
Epileptic colony 


3| lL ml oma 





*See Ref. 2. 
**See Ref. 1. 
tCategory includes state training schools and special schools for emotionally dis- 
turbed children. 
One adolescent male patient eloped during 1957. 


has been a decrease in the number of children sent to state schools 
for defectives—as was previously explained. 


There has also been a decrease in the number of children re- 
turned home. In 1937, 47 per cent of the children were returned 
to their homes. In the 1953 female study, 30 per cent were re- 
turned home; and in 1957, 18 per cent of the children were re- 
turned home. This reflects an increase in the available facilities 
where children can find treatment, either as in-patients or as 
special students at schools for emotionally disturbed children. The 
increased availability of these institutions is shown by the fact 
that in the 1957 group 28 per cent of the children were admitted to 
these institutions from the Bellevue ward; and in 1953, 25 per cent 
of the girls were admitted, whereas in 1937, only 19 per cent of 
the children were sent to other institutions. A very small per- 
centage is referred to the Bellevue mental hygiene elinic. This is 
because the mental hygiene clinic handles a fair number of ado- 
lescents who are out-patients and who come for treatment without 
ever being on the hospital ward. 

Recently the Bellevue day hospital program was started, and 
a small percentage of patients has been referred to that. This 
program was also initiated on the female adolescent ward as well 
as on the male. It consists basically of former ward patients who 
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now live at home and come to the hospital every day to attend 
school at Bellevue and to receive psychotherapy from one of the 
resident psychiatrists who is in supervision. The patient may not 
only attend the school but also is weleome to come to the ado- 
lescents’ week-end parties. Actually, this program is under study, 
but its initial working seems to be satisfactory. 


During the past 20 years, there has been a marked increase in 
the facilities available for the treatment of mentally ill adolescents, 
and this is reflected in the changing figures concerning disposition. 
The decrease in the rate of admissions to the adolescent male ward 
since 1937 (from 496 to 319 patients) is probably due to the in- 
creased availability of outside facilities, such as court clinics, 
social agencies, and facilities to handle the certification of mental 
defectives through the mental hygiene clinic of Bellevue itself. 
Truants, formerly admitted to the hospital, are now accepted only 
on the recommendation of their school psychiatrists. Of course, 
the school psychiatrist was unknown 20 years ago, and he has 
only recently appeared on the scene in New York. However, he 
is an extremely useful adjunct to the already existing facilities. 


Oren Door Poticy 


In August of 1957, the adolescent male service experimentally 
unlocked the doors of the ward from 9:00 a.m. to 4:00 p.m. daily. 
This experiment is described in greater detail elsewhere.* How- 
ever, it can be said here that the policy has been found to be ex- 
tremely useful. Tension on the ward has diminished markedly. 
The policy has been facilitated by group therapy sessions, held 
at least once a week by the senior psychiatrist in charge of the 
ward. By unlocking the door, the challenge of escape has been re- 
moved; and interestingly enough, the one major episode of escape 
(six patients) oceurred 15 minutes after the door was locked in 
the late afternoon. Naturally, these patients had to wait until the 
door was locked; otherwise, their escape would have had no mean- 
ing. The open door policy was also initiated in June 1957 on the 
adolescent female service and has been more successful there than 
on the male service. It is believed that the reason for this is that 
the adolescent females are not as aggressively preoccupied and 
therefore make fewer attempts at escape. Since the initiation of 
the open door policy most of the children—when they do leave 
the hospital in an attempt to escape—will go to the nearest street 
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corner, stand there waving at one of the nurses and then return. 
Naturally, children who are felt to be serious in their attempts 
to escape are transferred to locked wards during their hospital 
stay. Fortunately, this is not often necessary. 


Before the open door policy was initiated, extended visiting 
hours were begun, on both adolescent female and male services— 
in the summer of 1956. They are still in effect, and it has been 
found extremely helpful to be able to have parents visit the ward 
at any time between 10:00 a.m. and 8:00 p.m. There have been 
some slight adjustments in this, because of the ward activities 
program, and most of the parents try to schedule visits so that 
they do not conflict with the school hours. Before the initiation 
of the extended visiting hour program, many parents did not 
come to see their children except on Sundays, since none of the 
visiting hours were in the evening. Most of the patients come from 
families who are poorly off, and whose members work during the 
day. Previously, the only visiting hours were during the daytime 
(2:00 p.m. to 3:00 p.m. on Tuesdays, Thursdays and Sundays). 
The appearance of visitors on the boys’ ward has resulted in a 
special visitor’s lounge being installed; and it has been felt by the 
psychiatrists in charge that the behavior of the ward personnel, 
as well as of the patients, has improved because of the presence 
on the ward of visitors in small groups throughout the day. 

Riots, which used to be rather frequent on the adolescent wards, 
are extremely rare now, because of the increasingly permissive 
attitude in the handling of the adolescent patients, as well as the 
lowering of the average ward census and a concomitant increased 
ratio of ward personnel to patients. Until 1948, there was a barred 
area, very much like a prison, on the adolescent male ward, be- 
hind which the ward personnel could seek protection during riots. 
However, in that year, the bars were removed; and then, in 1956, 
flexible visiting hours were instituted. In 1957, the open door 
policy was initiated. It is obvious, from the earliest days of the 
ward in 1937, that there has been a constant attempt on the 
part of the staff to be sensitive to the needs of the patients, and 
to keep the program flexible so as to meet these needs as success- 
fully as possible. This increasingly flexible attitude of the psy- 
chiatric personnel has been considerably reinforced in the past 
three years with the introduction of the tranquilizing drugs, so 
that many patients who formerly would have been extremely 
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difficult to handle on an open ward are now relatively easy to deal 
with. 


SuMMaRY 

A description of a male and female adolescent service has been 
given. This description covers the year 1957, during which 319 
adolescent males were admitted. It is compared with a previous 
study of 328 female adolescent admissions in 1953 and a study 
of 496 adolescent male admissions in 1937, when the adolescent 
male service was first opened. A comparative study is made on 
these series of data: the sources of referral, the racial grouping, 
the age at admission, the intellectual functioning, the diagnostic 
groupings and the disposition of the patients. The data are tabu- 
lated, discussed and compared. A marked increase in the incidence 
of schizophrenia is noted, as well as in referrals to state hospitals. 
Changes in the service are noted over the past 20 years, with 
special emphasis on an increasingly permissive attitude, with in- 
creased flexibility, culminating in the recent introduction of an 
open door policy and extended visiting hours. This last change 
has led to a decrease in violence on the adolescent service; and 
the role of pharmacotherapy may have been important here also. 
Special factors and problems concerning the adolescent are briefly 
discussed. The effect of increased facilities—other than those of 
Bellevue Hospital—on the ward admission-rate is noted. 
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A PATIENTS’ AUTONOMOUS SOCIETY AS A METHOD OF GROUP 
PSYCHOTHERAPY* 


BY RUDOLF B. FREUND, M.D. 


This paper is a report of a program adopted at Utica (N.Y.) 
State Hospital to meet the increased demands for psychotherapy 
brought about by extensive use of the “tranquilizing drugs.” The 
writer raised the question several years ago as to whether per- 
sonnel and other resources were adequate for the needs of hun- 
dreds, possibly thousands, of patients who would soon require psy- 
chotherapy, rehabilitation, and the restoration of will and ability 
to make social and other personal contacts.** Assuming that psy- 
chopharmacology must be followed by some form of psychotherapy 
(in the broadest sense of psychotherapy) to consolidate its gains 
and make further progress, the problem was to provide this neces- 
sary follow-up or to decide whether to risk the success of the whole 
psychopharmacological program in the absence of psychotherapy. 
In a later report,” “mass psychotherapy in the hospital setting” 
was proposed for the Utica State Hospital situation. 


The present paper covers a year and one-half of operation of a 
patients’ autonomous, self-governing society as a means of group 
psychotherapy. It is offered as one of many possible means of 
group psychotherapy available to a state mental hospital; and it 
is discussed here with the aim of presenting to other mental hospi- 
tal therapists a treatment scheme that they might find adaptable 
to their own needs. 


The opinion has often been expressed that neither electric shock 
therapy, insulin therapy, nor any other kind of physical therapy, 
can be successful unless accompanied and followed up by psycho- 
therapy. Most workers reporting on the treatment of mental dis- 
orders with “tranquilizing” drugs appear to agree that this ther- 
apy, too, will be a helpful tool in reaching many more patients 
than it was previously possible to reach for purposes of trans- 
ference, contact and psychotherapy, but that it will not constitute 
a healing cure in itself. 


*This paper was presented at the Upstate Interhospital Conference of the New York 
State Department of Mental Hygiene at Syracuse, April 16, 1958. 
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Arms AND NxrEps or PsyCHOTHERAPY 


Frank’ summarizes the three chief aims of psychotherapy: The 
first, he says, is to strengthen the patient’s self-respect so that he 
will gain courage to seek better ways of dealing with his conflicts. 
The second is to help the patient maintain, increase, or hold within 
manageable bounds, enough tension to keep him working toward 
better solutions. Third, the goal of all forms of psychotherapy is 
to supply guides or models to the patient, as he struggles to 
modify his attitudes, in an atmosphere which encourages him to 
experiment, provides him with accurate information as to how well 
he is doing, and minimizes the penalties for failing. Psychotherapy 
is, thus, an effort to guide the patient into “real life situations,” 
to prepare him to face once more the problems, decisions and re- 
sponsiblilities of life outside the protected institutional environ- 
ment. 

It can be safely said, this writer feels, that our hospitals do 
not yet represent “psychotherapeutic hospitals,” as Klapman,* 
and Gralnick, Schacht and Kempster* have defined and described 
them. But Blair’s “Therapeutic Social Club,”* Wender and Stein’s 
“Responsibility Group Technique,”* and McCann and Almada’s 
“Round Table Psychotherapy” give leads toward adapting new 
techniques and coping with the urgent problem deriving from the 
good results of the new psychopharmacology. 

It was felt at Utica that, out of these different kinds of techniques 
for group psychotherapy, a type should be developed, which would 
meet the aims of mass psychotherapy without putting more strain 
on the personnel. It was felt that this could not be achieved by 
routine administrative methods but could be accomplished only if 
it should prove possible to get the ward personnel, not only to co- 
operate, but to have the feeling that they were fulfilling their own 
ideas, to gain a sense of satisfaction and gratification and to be- 
come integrated into the march toward the final goal of rehabil- 
itating chronic hospital patients as members of a community. 

Informal round table conferences were started with the ward 
personnel. Probable difficulties were discussed with the service 
supervisors, nurses and attendants. It was felt that the program 
could succeed only if the key members of the personnel were thor- 
oughly indoctrinated and won over to something which would have 
consequences that they could not foresee. Their interest had to be 
awakened ; their enthusiasm had to be aroused; and an atmosphere 
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had to be created in which every single member of the hospital 
team felt that he was instrumental in, essential for, and finally 
responsible for, the adoption of the new program and its execution. 
This work was facilitated by the fact that round table conferences 
had been held previously with the service personnel, before and 
during the initial stage of reorientation to the psychopharmacology 
program. 

In searching for examples of such hospital programs as the one 
proposed, the writer found the publications of the “Program Guide 
of the Psychology and Neurology Service” by Rosenberg et al.,**° 
published by the office of the Chief Medical Director of the Vet- 
erans Administration, to be very useful. Rosenberg, chief of the 
acute intensive treatment service of the Veterans Administration 
Hospital, Canandaigua, N. Y., reported modifying ideas developed 
by Slavson, one of the founders of the group therapy movement, 
into what Rosenberg called “mass therapy,” or “patient govern- 
ment groups.”* Several descriptive and well-presented VA pub- 
lications on the different steps and the developmental phases of 
this experiment in patient government groups have been issued 
and have proved extremely helpful in preparing the writer’s hos- 


pital to be ready for any pitfalls.**° 

While the Utica program was getting under way, a comprehen- 
sive survey report of patients’ government in Veterans Admin- 
istration hospitals was published by Howard and Tomsovic." 
This is an outstanding example of a comprehensive and systematic 
report on the principles of a new study activity. 


Utica Patments’ Socrery Program 

After the groundwork with the Utica hospital personnel had 
been laid, it was felt advisable to start extending feelers and to 
filter ideas about the project, to the patients. The program was 
started exclusively with chronic patients, hospitalized more than a 
year. It was felt that paranoid schizophrenics, whose personalities 
were probably the best preserved of any patients’, were likely to 
be the best risks to work with at the outset. In individual and 
small group interviews, the ideas of the program were dropped 
casually. After an actually unexpected response developed, and 
after some suspicion was overcome, the program was outlined be- 
fore a group of 40 or 50 patients, including others than those ini- 
tially prepared for it. Members of the ward personnel who had 
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accepted the program wholeheartedly and were willing to go along 
were present. After the first meeting, in which the plan of an over- 
all organization was outlined, a few patients were already picking 
up the loose end of the line thrown out to them. One could observe 
all over the wards, small groups in which ideas were discussed ; 
and one could sense a new spirit of activity and interest going 
through the hundreds of patients on this chronic service. It was 
made clear from the beginning that the hospital administration, 
physicians and ward personnel, would serve only in an advisory 
capacity and that the yet undefined patients’ organization would 
be what the patients made out of it. 

The framework and the limits of the organization were then 
sketched by the author, at meetings which attracted more and more 
voluntarily-attending patients. The word was spread casually 
through the wards that patients on locked wards would also be 
admitted to the new organization and that those who took the 
matter up with the charge attendants on their wards would be 
permitted to attend the next meetings, which were described as 
more or less informative and educational. 

In outlining a purposeful program, it was decided to make use 
of the most common trend of the hospital population as a whole, 
“common griping.” It was observed that the new organization 
would help to deal with illnesses that are of more or less concern 
to a great group of patients, those who have mainly paranoid 
trends. As Frank* had found out, the first real sign of “group 
cohesiveness” was the willingness, later on, of members of the 
organization to serve on a grievance committee. As already noted,” 
it had been pointed out to the patients that their organization 
would be an exclusively voluntary one and that no physicians or 
other members of the hospital personnel would belong as active 
members. 

At frequent group meetings with the patients, in which after a 
very short time the patients were very active, it was pointed out 
that such new organizations function well, only if as many patients 
as possible take an interest and take an active part—like members 
of a community who serve in PTA organizations, in service clubs, 
church organizations, or citizen groups. A few patients came for- 
ward at once, volunteering the hitherto undisclosed information 
that they belonged to lodges, clubs, or citizen groups, or were active 
in village or town affairs. They were willing to co-operate in the 
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patients’ organization and give their services to the group, as 
long as they could obtain the standing they expected and felt they 
deserved. It should be mentioned here that this entire program 
and the steady development which followed took place on a male 
service. Physicians and other personnel of the female service were 
skeptical, and did not take part in the society’s early efforts. After 
the society had functioned successfully for a year, however, the 
female patients organized their own branch society. 

A few more meetings were necessary to point out that the organ- 
ization must function in a completely democratic and autonomous 
fashion, that it would be as good as the officers selected by the 
members were, that the members must be critical, unbiased, unprej- 
udiced, and must have a common goal in mind. They were told 
that it would be desirable to form committees to deal with the 
problems of everyday life, as they would deal with them in a 
village. These committees would concern themselves with safety, 
food, and such common interests as the community store and group 
activities; they would foster the promotion of clubs within the 
organization and help those unfortunate patients who had not yet 
reached the level of spontaneous initiative in voluntary activities. 
It was explained at the early meetings that the final aim and goal 
of this society would be to follow a trend which the patients them- 
selves had already read about in newspapers and service publica- 
tions—the goal of attaining an open hospital as a part of the com- 
munity, and not an institution standing apart from the community. 

From this point, the organization made great strides. A few 
paranoid patients assumed leadership, and found followers. In a 
very short time, the skeleton of the organization developed out of 
the patients’ own initiative. When they ran into difficulties, these 
self-appointed leaders at first came to the supervisor and to the 
author, asking fcr advice and help. At a meeting of the super- 
visor, nurses and attendants, it was agreed to support one patient 
who would follow advice and would not go his own way in diffi- 
culties. He was elected first leader or president and was told how 
to go about forming this new group. He was told that he should 
promote adoption of a constitution, and that he should have a 
meeting in which patients could come forward with a name for 
the organization, and could select, or put before the group, names 
for co-officers, 
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Approval by vote of the patients who had volunteered their 
co-operation was specified for every step made. After some con- 
fusion at the first meeting, more and more patients crystallized 
out as born leaders, who were willing to assume responsibilities 
and take on the work involved. They came forward with requests 
for typewriters, for an office and office material, all of which were 
put at their disposal. The only request made by the staff was that 
anything that went on paper should have a copy made for the 
author or the supervisor of the service, so that they could be kept 
informed. It was also pointed out that the constitution must be 
limited by the framework of the New York State Mental Hygiene 
Department’s General Orders, the Mental Hygiene Law and the 
policies adopted by the hospital at the time. To guarantee these 
requirements and boundaries, it was proposed that the patients 
elect “advisers or counselors” to the officers of the society. 

The patients, in a very well-attended meeting, in which hot dis- 
cussions went on, voted for the name, “Utica State Hospital Pa- 
tients’ Society,” firmly rejecting the term, “patients’ government,” 
feeling that it would imply undemocratic and dictatorial proce- 
dures. A constitution, (Table 1) was drawn up by one of the mem- 
bers of the society, in which four officers were listed as essential, 
a president, a vice-president, a secretary and a chairman of a plan- 
ning committee. It was pointed out that for any particular and 
special activity intended by the society, the membership should 
vote to set up a new committee and should elect a chairman of 
that committee. (Table 2.) It was also the wish of the membership 
that as many members as possible should be members of a com- 
mittee or committees. Every committee member was to be a volun- 
tary member, with the chairman of the committee elected by a 
majority vote of the society. It was specified that the leading 
officers should be rotated in a short term; the patients set it at 
six weeks. 

The counselors (that is, the author, the supervisor of the service, 
and later a few other elected members of the staff of the hospi- 
tal) are not to interfere with the wishes of the society as long as 
they are informed beforehand of intentions, receive copies of the 
minutes of the meetings, and see that the group functions in a 
democratic way, by majority vote of all patients, with no favor- 
itism, prejudice or discrimination, and with willingness to ne? 
each other in evidence. 
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Table 1. CONSTITUTION AND BY-LAWS OF THE PATIENTS’ SOCIETY 


SECTION I 
This organization shall be known as Patients’ Society, Utica State Hospital. 


SECTION II 
The purpose of this Society shall be to co-operate for the improvement and rehabili- 
tation of its members. 
SECTION III 
Its membership shall be open to anyone who is willing to subscribe to the principles 
set forth in SECTION II. 
SECTION IV 


Its officers shall consist of a President, a Vice-President, a Secretary and the Chair- 
man of the Planning Committee. 


SECTION V 

All officers shall be elected by a majority vote. The President and Vice-President 
shall be elected for a term of six weeks, and the President shall not succeed himself in 
office until twelve weeks have elapsed. 

The President shall act as presiding Chairman at meetings. 

In the absence of both President and Vice-President the Chairman of the Planning 
Committee will call for a motion from the floor for appointment of a temporary Chair- 
man for the meeting. 

The Secretary and Chairman of the Planning Committee can serve until they want 
to be relieved of duty, in which case an election for these offices will take place. 

Committees for the various activities of the Society shall be volunteers suited for 
the type of activity, subject to the approval of the Staff-Counselor. 

Any Committee is free to call a Counselor. 


SECTION VI 
The duties of the Secretary consist of recording the minutes of the meeting and 
reading the minutes of the previous meeting. He will be responsible for correspondence 
and be assisted, if necessary, by a Committee. 


SECTION VII 
Meetings shall be called at intervals to suit the convenience of the hospital routine. 


BY-LAWS OF THE CONSTITUTION 
Function of Officers 


Duties of President: 

(a) Chairman of the meeting. 

(b) Appoints committee members. 

Duties of Vice-President: 

(a) To assist the President whenever necessary. 

(b) Shall preside at the meetings during any absence of President. 
Duties of Secretary: 

(a) Is responsible for transcribing minutes of the meetings. 
(b) Will handle correspondence. 

Duties of Treasurer: 

(a) Is responsible for all monies received and disbursed. 
Office of the Chaplain: 


(a) The Chaplain shall be appointed by the President for a six-week period and 
may be reappointed. 
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Table 2. COMMITTEES AND THEIR FUNCTIONS 


RECREATION: The members of the recreation committee shall encourage the active 
participation of all those in the hospital in games, dances, and shows in the respec- 
tive buildings. Also they shall endeavor to bring the buildings together for com- 
petition and partaking in recreational activities. The committee will also attempt 
to secure recreational equipment. 


LITERARY: The purpose of this committee shall be to furnish patients, who do 
not have access to the library, with magazines and other publications. The com- 
mittee will also recruit periodicals, etc., from outside sources to supply the needs 
of the patients. The committee will encourage reading among the patients in 
every possible way. 


HOBBY: The hobby committee will attempt to establish a place where members 
may ply a craft. Once having established this, the committee will attempt to main- 
tain it on a paying, profit-making basis. 

FOOD: This committee shall make specific recommendations to the Society on the 
service and preparation of the meals. 


MEMBERSHIP COMMITTEE: Shall investigate the possibility of allowing new 
members to join and will introduce them to the members of the society. 


EDUCATION: The education committee will orientate the Society through a series 
of lectures and will eventually set up a definite program for continuous education 
of members. 


It has been extremely interesting to follow the procedures of the 


society. The patients have learned to pick out their leaders. Some 
of those originally chosen were too dictatorial; others showed too 
little initiative and were just amiable figureheads, but the group 
reacted immediately and, in the six-week rotation, did not re-elect 
some of the less efficient leaders. It was interesting to see how 


Table 3. ORGANIZATIONAL CHART—PATIENTS’ SOCIETY 
PRESIDENT 
VICE-PRESIDENT SECRETARY 
CHAIRMAN PLANNING COMMITTEE 
PLANNING COMMITTEE 


RECREATION LIBRARY HOBBY FOOD SPECIAL 
ENTERTAINMENT COMMITTEE COMMITTEE COMMITTEE ACTIVITIES 
COMMITTEE COMMITTEE 


the first officers acted out their own trends. One could see how 
patients who had been idle previously and had shown no initia- 
tive, found a way to act out their trends by compulsive attention 
to detail, and how others behaved in a grandiose way and reached 
for unobtainable goals. 
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President 


Vice President 
Secretary 


Treasurer 


Chaplain 


Committee Chairman 


Committee Members 


Members 


Figure 1. Scheme of organization of Patients’ Society 





Figure 1 and Table 3 show the constitution as a very elastic 
framework which has since undergone many changes—with some 
amendments and by-laws, in the meantime, and with the develop- 
ment of different committees. There now are a grievance commit- 
tee, a safety committee, committees on outdoor activities and in- 
door activities, and committees for hobby and collector clubs. The 
stamp collector club found new support; this club extends into 
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the locked wards. The planning committee has proved to be the 
most important one, it is more or less the liaison office between 
the different committees and the president, while the president 
has contact with the counselors. 

It is worth mentioning that even Figure 1 and Table 3 reveal 
the trends of the persons in office when they were made. For in- 
stance, the latest and finest achievement of the society is the re- 
vival of the hospital paper, entirely written and distributed by 
the patients. This paper, in existence as a literary journal more 
than a hundred years ago, had long been discontinued. The Opal 
as it is called, with an appreciable sense for tradition, (this was 
its original name) is not mentioned in the president’s list of 
achievements (Table 4). Figure 1 and Table 3 also omit mention 


Table 4. Accomplishments of One Year of Patients’ Society as Outlined by One 
of the Presidents of the Society 

1, HOBBY SHOP: A hobby shop was instituted. Help from the Occupational Therapy 
Department was sought for in maintaining this shop and was secured. Patients 
on wards have been given work that they can do on their wards to assist in the 
progress of the shop. 

2. MIRRORS ON WARDS: In an effort to improve the grooming and personal appear- 
ance of the patients, 12 mirrors were placed on wards, with society members in- 
structed to offer help to others in their use. 

3. PLACEMENT OF RADIOS ON WARDS: Permission was obtained to place radios 
in strategic places on wards. Radios were then distributed, including one in the 
hobby shop. 

4, CURTAINS ON WARDS: The “domestication” of many wards was enhanced by 
curtains. 

5. PING PONG TABLE: A ping pong table was secured and placed on a locked 
ward. 

6. GREATER PATIENTS’ RESPONSIBILITY: Patients have helped in conducting 
other patients to church and the movies. 

7. JOINT MEETINGS: Patients’ Society meetings have grown from being exclusive 
to one building to embracing three buildings—thus removing slight social barriers 
that had sprung up between the buildings. 

8. READING INCREASED: Magazines and reading matter have been placed on 
locked wards. Much of it is contributed by employees and distributed by members 
of the Society. 

9, PATIENTS AND ADMINISTRATORS CLOSER: Brought together by meetings, 
patients and administrators feel a closer relationship. 

10. PART OF A GREAT TREND: Members feel they are taking part in a great 
national trend leading toward great freedom and responsibility, playing an im- 
portant role in rehabilitation. 


of The Opal, apparently because the society president who pre- 


pared them is not too willing to give credit to the originator and 
first editor. He also changed the cover design, which had been 
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accepted by the first editors. He wanted to show something which 
made the society and the paper distinct from other organizations 
and papers, by showing a New York State landmark (Figure 2), 
that is, the entrance to the main building of Utica State Hospital. 
Even the way he prepared the chart for the organization, by 
using a pyramid (Figure 1), shows his strength and is, in a way, 
symbolic of his unconscious trend. Actually the work and the 
activities of the society are carried out by many more than one 
person, and his paranoid, grandiose, sometimes overbearing, trend 
can be seen in this presentation. 


One of the most important benefits from the society is that the 
patients now have a feeling of responsibility toward more unfor- 
tunate ones, who are not yet on unlocked wards and have not yet 
made good contacts. The society members infiltrate the locked 
wards and try to occupy the time of the locked-ward patients. The 
society members have developed a hobby shop and have taken 
unfinished parts of work out of this hobby shop, to the locked 
wards, where patients had been sitting for years, doing nothing 
until they were persuaded that they could help themselves and 
others by taking part in group activities. 

Music has become more important as entertainment with the 
advent of the society. One evening recently, Brahm’s German 
Requiem was presented by the president of the society in an educa- 
tional program of concerts on hi-fi classical records which he has 
launched. The recital attracted about 250 patients.* 


In another activity, a full-length table, like a part of a library, 
filled with magazines, is now going to the locked wards. Magazines 
and books not belonging to the official patients’ library, which is 
accessible only with the help of the occupational therapy depart- 
ment, are offered directly to the patients on those wards. Bulletin 
boards on the wards announce activities. The accepting of sugges- 
tions depends on the officers of the society. Religious activities for 
example, change in intensity, according to the religious trends of 
the leaders. Contests are held to encourage more and more pa- 
tients to show ambition, ingenuity and initiative. Prizes are 
donated, and every participant in such a contest receives some 
prize. For instance, a contest was initiated recently to introduce 


*Other evenings fcllowed, with the presentation of Beethoven’s Ninth Symphony, 
Mozart’s Kleine Nachtmusik, Brahm’s Academic Overture, etc., always introduced by 
historical and interpretive comments. 
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an insignia, like a button or pin, with some characteristic symbol 
of the society. This was highly successful, and the members them- 
selves will produce the emblem to be worn by the individuals. 
The grievance department of the society plays a major role in 
its activities and has challenged many responsible persons on the 
hospital administration to appear before the society to explain 
matters. It is gratefully acknowledged here that all members of 
the hospital staff co-operate with this organization to the fullest 
extent. The chief supervising nurse, the business officer, the safety 
supervisor, the chaplains, the supervisor of social service, and 
many others have been invited to meetings of the society to ex- 
plain hospital functions and answer questions put by the members. 


Table 5. 

PARLIAMENTARY PROCEDURE 
President raps on table and says “Gentlemen, I call the meeting to order.” 
After meeting has come to order and the room is quiet, the President says, “Will 
the Secretary please read the minutes of the last meeting.” 
The Secretary reads the minutes of the previous meeting, after which the Presi- 
dent says, “Are there any additions or corrections to the minutes of the last 
meeting ?” 
If there are any additions or corrections, the Secretary makes note of them. 
If no additions or corrections are heard from the floor, the President says, “I 
eall for a motion from the floor to accept the minutes as read.” 
A motion is made from the floor, by one of the members—“I make a motion 
that the minutes be accepted as read.” (Or if additions have been made the member 
says, “I make a motion that the minutes be accepted with the additions”—or 
corrections—“made by brother so and so”.) 
The President says, “Does anyone second this motion?” A member raises his hand 
—the President says, “The chair recognizes brother ‘so and so’”, mentioning the 
brother’s name. The member then says, “I second the motion.” 
The President then says, “The motion has been made that the minutes of the pre- 
vious meeting be accepted as read” (or with additions). “Will all those in favor 
say ‘aye.’ Will all opposed say ‘no.’” 
The President then says, “The minutes of the previous meeting having been 
accepted, may we have the report of the Chairman of the Planning Committee?” 
The Chairman of the Planning Committee presents his report. 
[Later business follows this procedure.] 


The meetings are run on parliamentary lines (Tables 5 and 6) 
laid down by one of the previous chairmen of the planning com- 
mittee. The rules are interpreted according to the personality of 
the president—sometimes strictly, sometimes leniently. Invitations 
to appear are extended to clergymen of the community, and to 
volunteers who can offer entertainment, or contributions to educa- 
tion or hobbies. The activities of one volunteer in particular de- 
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Table 6. 
PROTOCOL OF ORDER OF BUSINESS—PATIENTS’ SOCIETY 
Acting Chairman calls meeting to order. 
Acting Chairman requests Secretary to read minutes of previous meeting. 
Secretary reads minutes of previous meeting. 
Acting Chairman asks if there are any additions or corrections to minutes of pre- 
vious meeting. 
If there are no additions or corrections, the Acting Chairman calls for a motion 
from the floor to accept the minutes as read. 
A fellow member makes a motion to accept the minutes as read. 
Another member seconds the motion. 
The Acting Chairman calls for a vote on the motion; if the vote is affirmative, 
he says, “the minutes of the previous meeting stand accepted as read.” 
The Acting Chairman introduces the visiting guests at this time. 
The Acting Chairman calls upon the Staff Counselor to talk on subjects relative 
to the aims of the Society. 
Following the talk of the Staff Counselor, the Acting Chairman calls upon the 
Assistant Staff Counselor to talk on subjects relative to the aims of the Society. 
Following this, the Acting Chairman calls for Committee Reports in the follow- 
ing sequence: (a) Special Activities Committee, (b) Social Committee, (c) Literary 
Committee, (d) Food Committee, (e) Hobby Committee. 
Following Committee Reports, the Acting Chairman calls upon the guests of the 
day to speak, if they so wish. 
Following guest speakers, there will be a formally conducted question and answer 
session. Members will follow parliamentary procedure in being recognized by the 
Acting Chairman before asking their questions. A time limit will be set on both 
questions and answers, this to be determined later by experience. 
15. Adjournment of meeting. 


serve mention. She is the wife of one of the physicians of the staff, 
and she has organized, not only a choral group, but also a dramatic 
group. Another volunteer has opened dancing classes. The society 
is instrumental in spreading the call for hospital volunteers for 
activities that the volunteer aides have to offer. The general im- 
pact of the society is obvious: the development of self-expression ; 
the “belongingness” of group feeling; the feelings of importance, 
need, and self-gratification; and the acting out of special trends. 
This aspect of its functioning does not require further special 
mention or elaboration. 


SuMMARY 
1. The clinical results and the general impact of the psycho- 
pharmacological drugs on the population of a state mental hospital 
make it necessary to find a reorientation for patients and person- 
nel, as far as interpersonal relations and occupations are con- 
cerned. 
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2. An intensive psychotherapy program is the only way to meet 
the needs. 

3. Asa preliminary step, an educational program was launched 
at Utica (N.Y.) State Hospital for ward personnel, discussing the 
needs of the hundreds of patients who now want to become mem- 
bers of a group and of the community again. 

4. The shortage of psychiatrically and psychologically trained 
personnel made it necessary to resort to group psychotherapy, 
which, however, had to be modified. 

5. A new form of group psychotherapy was launched by form- 
ing a “Patients’ Society,” following and modifying previous ex- 
periments by Veterans Administration hospitals. 

6. This “Patients’ Society” is a voluntary group, functioning 
under its own constitution, with observance of strict parliamentary 
rules. 

7. After a year and a half, the patients’ society at Utica State 
Hospital was solidly entrenched, was spreading, and was infiltrat- 
ing more services. The society has taken over many responsibili- 
ties within the functions of institutional life; and, in doing so, it 
has given patients who responded favorably to the tranquilizing 
drugs, opportunities to regain their self-respect, to take over re- 
sponsibilities, to make decisions, and to show initiative, ambition 
and competitive spirit. 

8. The patients’ society requires a minimum of supervision, but 
spontaneously requests a certain amount of guidance and advice. 

9. A hospital paper, over 100 years old, The Opal, has been 
revived and is produced exclusively by the patients who are mem- 
bers of the society. 

10. The achievements of the society are outlined and illustrated 
in this paper. 

11. The development of the patients’ society has brought about 
a better understanding by the personnel of the personalities and 
trends of the members, and has established closer and better under- 
standing and relationship between members and personnel. (In- 
cidentally, it has also improved considerably the relationship be- 
tween the medical and nursing staffs.) 
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ADDENDUM 


Two years have passed since the completion of this paper. The 
patients’ society is now a solidly entrenched institution; and the 
female chronic service has its own sister society, patterned after 
the original. They combine their efforts toward the same ideals 
and goals—although one ean observe the difference in actions and 
responses to the society aims between the male and female serv- 
ices, differences that are characteristic and are well known to hos- 
pital psychiatrists. 

The hobby shop has expanded to unforeseen dimensions, in space 
and equipment as well as in activity and output. This project is 
entirely self-supporting and is able to meet any need for tools 
and to carry out any reasonable order or request in the way of 
production, up to the most professional and delicate craft work. 
The “Utica State Hospital Choraleers,” under their able volun- 
teer woman leader, have become a regular and welcome institution 
in the city, where they give performances on TV and before clubs 
and citizens groups. 

The membership of the society is fluctuating in numbers and 
personalities, depending on changing release and admission rates. 
But impetus and goals are carried from member to member of the 
different groups. Nearly all wards are open today; those known 
in the past as “disturbed” or “depressed” wards—where patients 
used to lie around aimlessly, were destructive, fighting or engaged 
in objectionable activities—simply do not exist any more. Re- 
straint has gone completely, and seclusion is almost a thing of 
the past. The example of the hobby shop of the patients’ society 
has penetrated into every ward of the chronic service. 

The meetings of the society continue at the same satisfactory 
level of attendance and achievement. The Opal appears as a 
quarterly magazine and is the pride of the society and of its 
editorial committee. Planning for the future and maintaining high 
aims have set a pattern for society operations and for the efforts 
of the patients’ best friends—the nurses and attendants whose 
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continuous devotion and encouragement keep this experiment so 
eminently successful as an instrument of mass psychotherapy. 


Utica State Hospital 
Utica 2, N. Y. 
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EDITORIAL COMMENT 


NICE LITTLE ROMMELS? 


The points of balance between this and that—between any this 
and any that—have always presented nice problems in human con- 
duct. One can find such a point between any good thing and its be- 
coming too much of any good thing, which is a bad thing. Personal 
preparedness for adversity is a good thing; but too much can be 
a symptom of an anxiety reaction, which is a bad thing. Love for 
one’s neighbor is a good thing; but too much of it can lead to neg- 
lect of one’s family, which is a bad thing. Too much national pre- 
paredness can lead to militarism. And too much forgiving and for- 
getting can lead to folly in personal and public relations, certainly 
a bad thing. One wonders sometimes if what is conceded to be 
good ethics, personally and publicly, cannot be bad mental hygiene. 

This discussion is suggested by a comment by Art Buchwald in 
the New York Herald-Tribune on the nature of war movies,* and 
by an announcement by the South Atlantic Quarterly that it has 
declared a moratorium on the Civil War;** it announces that “we 
appeal for subscribers with the promise that we shall mot have a 
Civil War Centennial Commemorative Issue, but offer readers a 
haven from that conflict.” The war movies on which Buchwald 
comments and the action of the South Atlantic Quarterly might 
seem at first glance to have the same motivation—an end to bitter- 
ness. Says Buchwald, “What interested us was that there were no 
bad guys in the film.” Forgive and forget! This is generally sup- 
posed to be good ethics. But in this case, is-it? And is it good 
mental hygiene? 

Buchwald was commenting on The Enemy Below, a film of World 
War II. The South Atlantic Quarterly was concerned with a war 
almost a century past. It may be observed—without self-right- 
eousness—that they were somewhat different types of war. By 
and large, the so-called rules of warfare were observed in the Civil 
War; it was the last major conflict in which they were. In World 
War II, they were violated on every hand. 


*Buchwald, Art: Let’s forget Pearl Harbor. New York Herald-Tribune, March 2, 
1958. 


**Announcement: The Civil War and the South Atlantic Quarterly or /Forthcoming 
and Unforthcoming/ A Pledge to Our Readers. 
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The Civil War was not without its cruelties and its atrocities 
against civilians ; but they were matters of troops or campfollowers 
getting out of hand—not of deliberate policy. Sherman’s famous 
march through Georgia was designed to destroy a great reservoir 
of supplies for the armies of the Confederacy; his troops drove 
off livestock and burned barns according to orders; his camp- 
followers burned and looted houses and maltreated civilians. March 
discipline was lax; stragglers, deserters from both armies, tramps, 
freed slaves, looters and jailbirds formed a horde which wreaked 
atrocities the south has not yet forgotten. Elsewhere, guerillas 
from both sides harrassed civilians (Mosby’s raiders were exe- 
crated in the north). Sheridan’s men boasted that a crow flying 
over the raided Shenandoah Valley would have to carry his own 
provisions; and one may imagine the hardships and suffering 
that meant for civilians, though there was no such trail of atroc- 
ities as marked the march of Sherman’s men “60,000 strong.” 

But the beastliness of the Civil War was the inevitable beast- 
liness of war itself, the ferocity of men out of control. The terror 
of later wars, emphatically that of World War II, was an ordered 
beastliness. It was ferocity and lack of pity deliberately indoctrin- 
ated by government and carried out by high command on the part 
of Hitler’s Germany. Gas chambers, slave labor camps, murder 
camps, and the shooting of hostages were official policy. The excuse 
has been, since the Nazi collapse, “We didn’t know these things 
were going on.” This hardly seems admissible for the great body 
of officers of the armed services; they certainly had more than 
vague impressions of anti-Semitic persecutions that were known 
the world over; many of them had personal experience of the treat- 
ment of both military and political prisoners; if some were per- 
sonally uninformed of gas chambers and shooting of civilian hos- 
tages, not to mention officially-sanctioned private looting, others 
had guilty personal knowledge. 

Even during the war itself, there was a tendency to gloss over 
this aspect of the nature of the enemy. There is a story of a child 
in play therapy, who “killed” doll after doll, saying, “This is a 
bad Hitler.” When all but one were gone, he said, “I won’t kill 
this one; this is a good Hitler.” His mind could not encompass 
total evil; for his own security, he had to find something good in its 
midst. The adult mind also finds it hard to credit total evil; and, 
for the soldier in particular, with certain chivalrous traditions of 
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war set forth in his training, it is difficult to realize that a brave 
and intelligent enemy can be fighting consciously for the cause of 
wholesale robbery and murder. So there was a romantic attitude 
of supposedly “grudging” admiration toward certain enemy figures 
—high naval officers who were not involved personally in atrocities, 
for instance. And his enemies built a legend of boldness and cun- 
ning around the unpleasant personality of a notable braggart, who 
had been a Nazi from the party’s early days, and who owed his 
military victories as much to superior equipment as to superior 
generalship. Field Marshall Erwin Rommel played war like an 
arrogant chess champion, beating an enemy who opens with a 
handicap of a pawn or two, and then showing the poor fellow 
how he might have won if he had had only slightly less than aver- 
age intelligence. He was also the type of man who connived in, 
if he did not take active part in, the multiple murders which made 
possible the Nazi rise to power, and who turned on Hitler only 
when it was apparent that the war for world empire was lost. 
Rommel was no hero to his fellow-generals—or to the British 
commanders who finally defeated him. 


But this same disagreeable chap did become a hero to the rank 
and file of his enemies, as well as of his own Afrika Korps. He 
became the “desert fox,” as a much more admirable leader, Francis 
Marion, was the “old swamp fox” to a baffled British army in the 
American Revolution long before Rommel’s time. Rommel was 
pictured as a beau sabreur, a Nazi Murat, a Hitlerian “Jeb” Stuart, 
a German “Stonewall” Jackson. 


It may have been good for morale at the time to conceive of 
the enemy as a worthy foe; but to build a legend today that Hitler’s 
officers were all admirable little Rommels is another proposition. 

Still another proposition is the Civil War. The north won the 
Civil War, and—it sometimes seems to a northerner—has been 
apologizing for it ever since. The Civil War has been surrounded 
by legends, almost since the day the fighting stopped. The legend 
of the invincible Confederacy is one; it was not outfought, but was 
overwhelmed by the mere numbers of an inferior army, led by 
inferior generals. But from the point of view of military history, 
it is almost inconceivable that the vastly outnumbered Confederacy 
—unless aided by outside armies—could have won under any cir- 
cumstances against the manpower and industrial power of a deter- 
mined north, From the same point of view, and by and large, 
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there was little difference in the qualities of the fighting armies. 
Geography and circumstance put the north on the offensive at a 
period in history when defense was generally superior to offense 
—in contrast to World War II, and in particular contrast to to- 
day’s armed truce in which there appears to be merely retaliation 
and no adequate defense at all. So attacking armies were defeated 
many times, southern attacking armies (as at Gettysburg) as well 
as northern. 


But considerations of this sort have little to do with legend. 
Legend creates vivid pictures of an aristocratic, gracious southern 
society overwhelmed by a mercantile north. There were such south- 
erners, of course, as legend describes, and there were money-grub- 
bing northerners. But a whole society of the grandeur commonly 
ascribed never existed in the south or elsewhere; and the money- 
grubbers did not make up northern society; they were an element 
in it, like farmers, sailors, university professors and fanatical 
descendants of the Puritans. In fact, if generalizations must be 
made, the American Civil War and the societies which battled in 
it probably came closer to the English Civil War of two centuries 
before than to any other event of modern history—with fanatical 
cavalier ranged against fanatical Puritan, and neither of them 
wholly admirable. 

There were many other legendary aspects. Many northerners 
can remember the old soldier who used to address school assem- 
blies just before Memorial Day. “The Civil War,” he used to say, 
“was fought by boys,” an observation that applied to both sides 
and had particular application to the volunteers of the north. Or 
there is another’s emotional pronouncement that “Buffalo [N.Y.] 
is a ‘secesh’ city,” 50 years after the fact. And one might also re- 
call the old man who would tell you conspiratorially—and with 
due precaution against eavesdroppers—“The Civil War was fit 
between the Republicans and the Democrats.” 

Legend extended into the unpleasant era of reconstruction, 
embellishing the facts of carpetbag rule, Negro legislators voting 
themselves solid gold cuspidors, the rise of the original Ku Klux 
Klan, the waving of the bloody shirt, and skullduggery in presi- 
dential elections. Such arguments as, in the north, who was re- 
sponsible for the disaster of the crater at Petersburg, and, in the 
south, whether Longstreet delayed executing Lee’s orders at 
Gettysburg or did not get them in time, started almost before the 
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shooting died. That the south was blessed with great generals, 
while the north had poor ones, was an article of faith among many 
soldiers on both sides, long before the fighting was over. Added 
to real military ability, and contrasted with the north’s first inept 
commanders, the colorful personalities of such men as Lee and 
Jackson overshadowed the fine generalship of the later northern 
leaders. It is still seldom noted in our histories that Grant’s Vicks- 
burg campaign was a daring and brilliant operation, and one with 
more than a touch of military genius. And Grant’s unfortunate 
presidency helped to shroud, in retrospect, a military record worth 
comparison with any of the world’s great commanders. 

Such stuff as this—legend and history—preoceupied Americans 
for generations. The Civil War is only just beyond living memory ; 
and its tales and legends were the heritage of the children, the 
grandchildren and the great-grandchildren of the men who fought 
it. So were its prejudices part of that heritage. Hate lived long in 
the south, and who is to blame the haters? Consider the two dis- 
trustful old ladies who hesitated to give camping-space to a mili- 
tary convoy of World War I, “The last Yankee soldiers we saw 
were Mr. Sherman’s.” As for northern hatred for the south, it 
blazed over such horrors as the maltreatment of prisoners at 
Andersonville, but abated when the north came to realize—after 
the war—that a shortage of supplies and a sadistic commander, 
not the official policies of the Confederacy, were to blame. 

Hate and its aftermath of distrust have mostly gone. They 
were founded on humiliation and mistreatment; but they grew to 
flourish on prejudice and legend. And their feeble life has recently 
been invigorated by the issue of segregation. There has been in- 
vigoration of the lesser prejudices of the north, too, prejudices 
founded remotely on the institution of slavery and kept miser- 
ably alive by persons convinced that the south wants to reduce 
the black man to serfdom or peonage. 

With today’s resurgence of, at least, suspicion, the South Atlan- 
tic Quarterly’s refusal to go all out for a Civil War Centennial 
observation is an action calling for applause. So too is that jour- 
nal’s forthright reference to the Civil War, not to “The War Be- 
tween the States,” a term appearing in some text and reference 
books, and one tending to suggest that the southern states were 
right in seceding. A civil war is a war between citizens of one 
nation; a war between states is an international conflict. (One may 
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see here a disturbing, if not a major, attempt to rewrite history.) 
The South Atlantic Quarterly deserves thanks on all counts from 
citizens of good will, particularly in the north. 

If we could declare generally a South Atlantic moratorium on 
Civil War emotionality, it would be an important contribution to 
the bettering of our ethics and the improving of our mental hygiene 
(not to mention its political implications—about which this journal 
would declare its official disinterest.) There are many other current 
prejudices and emotional trends, some of little, some of great, im- 
portance in our national ways of thinking and feeling. Some are 
attached to religion, some to race and color, some to nationality. 
Some fortunately are dying out, Anglophobia and Anglophilia for 
example. And emotionality about the Civil War is probably also 
dying out. 

We can hasten the dying-cut process if, in connection with the 
Civil War’s centennial, we try to dissociate history and legend, 
emphasize that legend is not history, and endeavor to detach our 
feelings from both history and legend. That this can be done is 
not doubtful, but it is not a simple task. A newspaper inquiring 
photographer* asked six grade-school children if they believed the 
story of George Washington and the hatchet. Five said they be- 
lieved it; the sixth, who said, “I don’t believe it too much,” added, 
“The only one who saw him do it was his father.” Legend is hard 
to kill; Parson Weems’ improving little story was disproved dec- 
ades ago, but children still believe it. Fortunately, not too much 
emotion is attached to this story—nothing to compare with the 
Civil War, or Santa Claus, for instance. 


We can improve our mental hygiene if, in connection with this 
long-past conflict, we can recognize that faults on both sides con- 
tributed to causing it, that the southern armies fought bravely and 
cannot be criticized for not winning, and that the north is ashamed 
of the dark years of carpetbagger vengeance, as the south is doubt- 
less ashamed of its years of maintaining slavery. We can attack, 
as similar problems, race prejudice, zenophobia, religious prej- 
udice. 

Why should we not treat Germany and war movies about Ger- 
many in the same way? Not to say Japan? Would it not be a good 
thing for the world to forgive the entire past and live withowt 
*Utica (N.Y.) Daily Press, February 23, 1960. 
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distrust or suspicion? Perhaps the answer is that in a hundred 
years it might be. 

The Germans who supported Hitler and who set out to dominate 
the world are still living and are still only middle-aged men and 
women. Some, somewhat older, set out on the venture of world- 
domination, not once, but twice. World War IT is only 15 years 
in the past. And the atrocities of World War II are not based 
on legend but on fact, and on fact documented enough to damn 
millions of perpetrators and their supporters—and the memory 
of what they did—as long as the memory of man shail last. This 
does not mean that Americans should all sit down and blow on 
the embers of hatred. It does not mean that Americans should 
not forgive—or at any rate try to forgive. It does mean that it is 
not time yet to forget. Miseducated and misled human beings are 
capable of ghastly deeds; it is by our good fortune—in the inher- 
itance and exercise of certain social and political institutions, cer- 
tain freedoms and certain moral convictions—not by grace of our 
natural superiority, that Americans have never engaged in such 
murderous pursuits as the recent atrocities of the Nazis (or, in- 
deed, of the Communists). It is neither good mental hygiene nor 
good ethics nor good sense to refuse to attempt the forgiveness of 
conduct of which most, if not all, human beings are capable. 

To forget is something else. More than half of the adult popula- 
tion of present-day Germany were living when Hitler led his nation 
into the depths of infamy. Before Hitler, Germany was “demo- 
cratic,” as West Germany is now, and for about as long a period. 
To forget what happened, or to gloss it over or misrepresent it, 
would be the height of imprudence. Yet, to return again to Art 
Buchwald, this is just what Hollywood is doing—gilding the 
enemy lily in the hope of selling films abroad. Americans have 
not found this necessary in the past; in fact, there has been a con- 
trary tendency, as the discussion of the Civil War aftermath goes 
to prove. 

In the instance of Japan, we have more precedent for forgiving 
without forgetting. We have not, in the past, held hatred overlong 
for an enemy who behaved according to his long-established and 
traditional mores. When we “remember the Alamo” today, we ap- 
preciate the Texans’ rage, but we also remember that, not long 
before, no quarter was a frequent accompaniment of battle, and 
that massacre of prisoners was not uncustomary in the wars of 
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Mexico. When we recall Indian sealpings and tortures, we also 
recall that the Indians were following age-old tribal and national 
customs; but—unless a handful still live who are bitter over Sioux 
and Apache raids—no American today reproaches a fellow-Ameri- 
ean for his ancestors’ customs. But we do not pretend, in our 
histories or our literature, that the Indians behaved like white 
settlers (who didn’t behave well either), or that Santa Anna’s 
professional killers behaved like Texan and American volunteers 
(who were no Boy Scouts themselves). 


The Japanese treated civilian and military prisoners according 
to ancient Japanese custom—and as most Japanese expected to be 
treated themselves if they should fall into enemy hands. The Ger- 
mans flouted their own long-standing religious and ethical prin- 
ciples, and their professed adherence to certain standards of war- 
fare, and reverted under Nazi leadership to barbarism. Sennach- 
erib, gloating over a heap of severed heads (in honor of “Ashur, 
my good lord”), was a dove of peace and gentleness by comparison. 
It is falsification of history to picture the Germans and Japanese 
of World War I/ as if they were high types of Americans, English- 
men or Frenchmen—as if they behaved as we would wish our own 


people to behave. It is also poor mental hygiene, for good mental 
hygiene includes appraisal of and appreciation of the facts of life 
and men. 


To forgive and forget may be an admirable ethical ideal; but 
it is good mental hygiene only if the forgetting is confined to the 
emotions, not to the facts that aroused them. If it is good ethies 
to forget fact, it is not good mental hygiene, and it is an outrage 
on history. With the human intellect’s limitations what they are, 
few of us live entirely in the real world; each of us lives, instead, 
only in what he thinks is the real world. With our various bio- 
logical and cultural inheritances, there is tremendous variety of 
discrepancies between our private think-worlds and the real world. 
One of the aims of mental hygiene is to reduce the discrepancies. 
To encourage their increase, is to encourage a sort of cultural 
schizophrenia (which is, in one way of looking at it, what was done 
by Hitler). 

If to forgive and forget facts is good ethics, the forgetting can 
be too much of a good thing and so a bad thing. One may suspect 
that, in ethics as in other things, there must be moderation in ap- 
plication. Moderation in this instance is certainly good mental 
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hygiene, and it would not be too surprising if it were good ethics 
also. 

Forgiving is another matter. By all standards, forgiving in con- 
trast to forgetting, is good mental hygiene—unless it reaches the 
extent of remitting socially desirable punishment, when the process 
becomes forgetting, not forgiving. Perhaps, not we, but our chil- 
dren’s children, can some day forgive what German or Japanese 
(or Russian) men have done and what any other men—out of the 
black depths of human nature—might have done. But forget it? 
Never! If we do forget, they or even we ourselves may some day 
repeat it. But we can at least try to forgive human crimes in 
the name of a common humanity that comprises alike American, 
German, Japanese, and all other peoples of the earth. We might 
remember : 

“We are a band of brothers...” And that, in our own Civil War, 
was a rebel song. 
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Fire At Sea. The Story of the Morro Castle. By THomas GALLAGHER. 
280 pages. Cloth. Rinehart. New York. 1959. Price $4.00. 

When the Morro Castle burned with a shocking loss of life off the New 
Jersey coast in 1934, her chief radio operator was a psychopath with a 
criminal record. It is the contention of Thomas Gallagher that he was a 
pyromaniac and that the Morro Castle fire, with its toll of 134 dead, was 
incendiary. 

George W. Rogers had a record of juvenile delinquency, theft and sex- 
ual deviation before he shipped on the Morro Castle. Some time after the 
disaster to that ship he became a policeman in New Jersey. He was con- 
victed of sending a bomb to an officer who stood in the way of his own 
promotion and, after serving a prison term, he was released to commit a 
double murder for which he was imprisoned for life. He died in prison 
early in 1958. 

The prison records indicate that Rogers had been seen at a number of 
suspicious fires and he was known to have boasted of his knowledge of 
incendiary chemicals. The fire in the Morro Castle broke out almost ex- 
plosively at a point where experts expressed astonishment that it could 
have destroyed the ship. The Morro Castle’s captain had died suddenly and 
mysteriously a few hours before the fire, and his body was being taken 
to New York for medical examination. Poisoning was suspected. 

Thomas Gallagher’s book is not the sort of thing on which 12 good 
men would unhesitatingly bring in a verdict of guilty. It is, however, the 
sort of thing which takes a man’s psychopathic career and sets it against 
a background in such a fashion that the psychiatrist is likely to support 
the author’s findings. The findings are consistent with all the cireum- 
stances; and none of the previously current explanations of the Morro 
Castle disaster ever was. 


How You Grow Up. By Wiii4m C. Menninger, M.D., and others. 187 
pages. Cloth. Sterling Publishing Co. New York. 1957. Price $2.95. 

In an interesting format, highly readable and appropriate to its con- 
tents, How You Grow Up deals very specifically with problems of de- 
velopmental psychology. Illustrations and an index enhance its value. 
Menninger writes fluently and lucidly. His views and those of the other 
contributors deserve the careful consideration, not only of parents and 
children, but of social scientists, psychiatric social workers, teachers and 
psychologists. For example, this book handles well problems in sex educa- 
tion and child and adolescent psychology, and gives many examples of 
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how children, of all ages, function with their elders. The many common 
questions that boys and girls ask parents and other adults concerning 
life and living are admirably dealt with. 


May This House Be Safe From Tigers. By ALEXANDER KING. 374 
pages. Cloth. Simon and Schuster. New York. 1960. Price $4.50. 

The author, a lifelong private raconteur, found that his stories could 
amuse a larger television audience, and overnight became something of 
a celebrity. He collected his jokes and half-jokes in a previous volume, 
Mine Enemy Grows Older, and was successful. The present volume is a 
continuation, with the mixture as before. Once more, he parades his prej- 
udices. Once more, his eye for the ludicrous comes up with some amusing 
observations. His story of the turnip dreaming of becoming a radish, 
his characterization of a noted preacher as “a rancid lump of peanut butter, 
sweating with unmotivated optimism,” his wish to rescue American litera- 
ture “from the Southern lesbians and faries who’ve got a stranglehold on 
it right now,” his description of the female librarian “who files books on 
nudism under ‘Costumes,’ ” his characterization of Beatniks as illusionists 
who believe they have managed to “catch the great truth by its elusive pubic 
hair,” are superficially amusing. 


The Run From the Mountain. By Wu.iam Groninaer. 308 pages. 
Cloth. Rinehart. New York. 1959. Price $3.95. 

The reviewer found this an empty book, describing the service of a 
youngster in the United States Army in postwar Japan. The blurb declares 
that the hero “found this ‘new army’ one of corruption and greed, immor- 
ality and ambition.” All this is greatly exaggerated; the only undisputable 
fact is the propensity of the hero to provoke others. “God damn it,” said 
a friend to him, “You seem to want to antagonize the guys. You enjoy it.” 


An Approach to the Prevention of Disability From Chronic Psy- 

choses. 80 pages. Paper. Milbank Memorial Fund. New York. 1958. 

Price $1.00. : 

This is the proceedings of the 34th annual conference of the Milbank 
Memorial Fund for 1957. It is a good exposition of the fundamental prin- 
ciples of the open-door hospital, the philosophy, practice, and future pos- 
sibilities. It stresses the need of intensive treatment and early removal from 
the hospital. 


The Use of Psychotherapy in Divorce and Separation Cases. By J. 
H. Mariano. 172 pages. Cloth. The American Press. New York. 1958. 
Price $3.00. 

A confusing book is written by a lawyer and social psychologist, advo- 
cating “psychotherapeutic jurisprudence.” The author never precisely 
clarifies whether the lawyer should take over the psychotherapy, or (after 
some initial preparation) leave it to the psychiatrist. 
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The Riddle of Stuttering. By C. S. Biueme.. 142 pages. Cloth. Inter- 
state Publishing Co. Danville, Ill. 1957. Price $3.50. 

The problem of stuttering has long remained a vexing and obscure one, 
with many factors ranging from heredity to environment postulated as the 
determining cause. The more recent view argues for environmental deter- 
mination; and with this view, the author agrees. In brief, he postulates 
that stuttering arises from poorly organized neuromuscular reactions, a 
deficiency in speech skills. An important predisposition to stuttering lies 
in the subject’s personality, which is described as showing marked self- 
consciousness, tenseness, indecisiveness and sensitivity. In the initial stages, 
stressful situations disorganize the child’s rudimentary speech skills, retard- 
ing further development of speech, and producing complications of emo- 
tional reactions which further disorganize the child’s speech. It is at this 
point that real stuttering, begins the author thinks. 

In therapy, attention should be directed toward the improvement of basic 
speech skills. Some of the actual therapeutic techniques the author proposes 
for this purpose are—on the surface—convincing, and appear to be valu- 
able aids to therapy. In fact, it is in the description of typical therapeutic 
approaches that the author is most persuasive. In discussing the theoretical 
foundations of stuttering, he does not appear to be quite so comfortable 
and lucid. 


Projective Psychology. By Lawrence Ast and Leopotp BELLAK. xvii, 
485 and xiv pages, with indices. Grove. New York. 1959. Price, paper 
$2.95; cloth $5.00. 


This volume is not only concerned with the theory and tools of “pro- 
jective psychology”—which is emerging as a body of concepts and methods 
clearly to be distinguished from most of the other divisions or schools of 
psychology—but it emphasizes chiefly the clinical use of the various pro- 
cedures, rather than their use as research tools. It aims to meet the need 
in clinical work for a single reference volume, covering the variety of tests 
and procedures that constitute the growing equipment of the psychologist. 
It is a welcome contribution to both the theory and the practice of pro- 
jective methods. 


In Deep. By Brrnarp Wo Fe. 306 pages. Cloth. Knopf. New York. 1957. 
Price $3.95. 

Insisting on pursuing the murderer of his partner and friend, a man 
learns that the deed stems from the political conflicts of the Spanish Civil 
War, and becomes involved in a rather interesting “cat and mouse” game. 
All the political developments have nothing to do with ener? but de- 
rive from psychology: What kind of a man was father? 
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The Lost Cities of Africa. By Basn. Davison. 366 pages including in- 
dex. Cloth. Atlantic-Little, Brown. Boston. 1959. Price $6.50. 

Africa. Its Peoples and Their Culture History. By Grzorce Peter Mur- 
Dock. 456 pages including index. Cloth. McGraw-Hill. New York. 1959. 
Price $8.75. 

The Road to Harpers Ferry. By J. C. Furnas. 477 pages including 
index. Cloth. Sloane. New York. 1959. Price $6.00. 

Three recent works on related topics are considered here as material for 
mental and social hygiene, with particular reference to the issues of race 
discrimination and segregation. 

The Lost Cities of Africa is a discussion, perhaps romanticized but appar- 
ently soundly documented, of ancient and medieval urban civilizations 
of the dark continent. Mr. Davidson’s thesis is that the natives of Africa 
built up and maintained civilizations which were sometimes equal to and 
sometimes superior to those of contemporary Europe. He traces the rise 
and fall of empires and their imperial cities through the western Sudan, 
which stretches from the Egyptian Sudan to the Atlantic; and he reviews 
the archeology of the African east coast—material which is better known 
to Europeans. 

Professor Murdock’s Africa surveys from a professional anthropological 
point of view the native cultures of the whole of Africa, and traces what 
is known of their development for the last 7,000 years. His volume is well 
illustrated and is documented with extensive selected bibliographies. 

The Road to Harpers Ferry is of direct importance to American histor- 
ians as well as to social scientists. Furnas sets out from the origins and 
the history of the slave trade (starting with its purely African setting) 
and carries his account through the rebellion of the presumably deranged 
John Brown, and the subsequent history of his more fanatical financial 
backers. The author gives a 20-page list of works consulted and an exten- 
sive collection of notes on his text. The work succeeds in presenting a pic- 
ture of motivated black and white human beings, instead of the usual cari- 
eatures which depict the days of slavery. 

All three of these books are well calculated to present the Negro as a 
person who is as worthy and able as any to assume a role of responsible 
leadership in the human race. Furnas’ book in addition is an excellent 
study of fanaticism. 


Sex Attitudes in the Home. By Ratrpu G. Eckert. 167 pages. Paper. 
Popular Library. New York. 1958. Price 35 cents. 

This well-meaning book neglects psychological factors, and leans heavily 

on Kinsey and Kegel. 
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Cumulative Record. By F. F. Sxnuver. 430 pages. Cloth. Appleton- 
Century-Crofts. New York. 1959. Price $6.50. 


If a survey were to be conducted among psychologists to determine the 
men they regard as most influential in the development of behavioral sci- 
ence, the name of B. F. Skinner would without doubt be one of the five 
or so most frequently cited. With firm insistence upon a rigorous experi- 
mental analysis of behavior, Skinner and his students have charted out 
important behavioral laws, and what is equally important, have shown by 
example how successful careful experimental analysis can be. This col- 
lection of papers illustrates convincingly the basis for Skinner’s present 
status as one of the most articulate and persuasive workers in American 
psychology today. 

Dating from 1930 to 1955, the papers in this book, hitherto available 
only in scattered scientific journals, reveal the order and systematization 
that he has been able to impose upon the most diversified problems and 
topies. Five or six major papers deal essentially with problems of general 
psychology. The others range in content over topics such as the analysis 
of pathological behavior, teaching techniques, the analysis of literature, 
verbal behavior, and methodology. In all these varied problems, the focus 
is always upon the application of experimentally demonstrated behavioral 
controls. Of particular interest to readers of this journal should be the 
three papers on pathological behavior and psychoanalytic concepts. One 
of them, “Freedom and the Control of Men,” should be required reading 
for all psychotherapists. Written originally as a reply to the nondirective 
orientation in therapy, Skinner eloquently points in it to the obligation, or 
the necessity, of the therapist to assume responsibility for guiding the 
patient to a better adjustment. 

As psychology comes of age as a science, many more collected writings 
of other contemporary psychologists will undoubtedly take their place on 
library shelves. But it is unlikely that another cumulative record, com- 
parable to this in illustrating the shaping of behavioral inquiry will emerge 
from the first half of this century. 


Candles in the Sun. By Lapy Emity Lurvens. 196 pages. Cloth. Lippin- 
eott. Philadelphia. 1957. Price $3.95. 


This is an autobiography of a woman, who, because of dissatisfaction 
with her personal life and her inability to adjust to her social ‘and economic 
commitments, turned to theosophy for a period of 20 years and sublimated 
her neurotic problems in the rituals and religiosity associated with the 
movement. 


The reviewer found this book to be a boring account. The only one who 
could enjoy such a discourse would be another theosophist. 
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The Future of Science. By Brrtranp RussELu. 86 pages. Cloth. Philo- 
sophical Library. New York. 1959. Price $2.75. 

This very short book reprints an essay of the 1920’s and gives, in the 
form of a television interview for B.B.C., a very brief commentary on the 
author’s life and present outlook. The older essay is still interesting, is 
pertinent and is beautifully presented; but the reviewer would comment 
that the publishers would have done themselves and their readers a favor 
by dating it plainly. The television interview concludes with an important 
statement: “Never let yourself by diverted either by what you would wish 
to believe or by what you think would have beneficent social effects if it 
were believed. But look at what are the facts. The moral thing I should 
wish to say ...is very simple. I should say love is wise, hatred is foolish.” 


A Brief Dictionary of American Superstitions. By VERGILIUS FERM. 
259 pages. Cloth. Philosophical Library. New York. 1959. Price $6.00. 
A superstition may not be precisely the same thing as a widespread mental 
symptom, but there is considerable similarity. Vergilius Ferm has collected 
and put in alphabetical order a comprehensive list of the commoner Ameri- 
can superstitions. There is a gap to which the author frankly calls atten- 
tion. He has avoided listing superstitions “found in religious ideas and 
practices of Americans.” He also notes that this is a casual book for casual 
use. The psychiatrist and psychologist should find considerable casual use 
for it. 


More Sick Jokes & Grimmer Cartoons. Max Rezwin, compiler and 
editor. Unpaged. Paper. Citadel. New York. 1959. Price $1.00. 

This is a small collection of cartoons from 13 college humor publications, 
plus numerous new models of ancient jokes. The title does not misrepresent 
the cartoons. They could be used to illustrate a text on sadism. The jokes 
are also mostly of the sadistic type when they are not frank gallows humor. 
Psychiatry is the butt of some comparatively amusing spear-throwing, but 
on the whole, the word “Sick” in the title is an understatement. 


Marriage on the Rocks. By ALEXANDER Rose. 182 pages. Cloth. Simon 
and Schuster. New York. 1958. Price $3.50. 


This is a slapstick discussion of the vicissitudes of modern marriage. It 
could not be louder, though possibly it could be funnier. It concludes with 
a P.T.A. meeting, addressed by Drs. Samuel Verble and Emily Limbo, 
whom nobody but the author would recognize as psychiatrists. Nobody will 
learn much from this book, but nobody will be harmed by it either, and 
some will find it entertaining. 
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The Intravert. By Aisi Mearss, M.B.BS., B.A.G.R., 8.C., D.P.M. 
147 pages including index. Cloth. Thomas. Springfield. 1958. Price 
$4.50. 

There seems to be much confusion about the definition of the terms intro- 
version and schizoid, they are not synonyms; and the reviewer thinks this 
book would have been better entitled The Schizoid. It is addressed primarily 
to families with “introverted” members. It discusses “introversion in the 
child, the girl, the adolescent and the adult.” The problems of the “intro- 
vert” in choice of occupation, in use of leisure, and in adaptation to mar- 
riage are described; and advice is given as to how these problems may be 
best handled. This is a helpful book for the family of the “introvert.” There 
are few technical terms used, and those are defined in the glossary at the 
end of the book. 


Pornography and the Law. By EserHarp and PHYLLIS KRONHAUSEN. 
317 pages including index. Paper. Ballantine. New York. 1959. Price 
75 cents. 

This paperback book is, despite its arresting cover, a serious discussion 
of what is and what isn’t truly pornographic, and what ought to be done 
about it if anything. The authors are psychologists, trained in psychoan- 
alysis, and are engaged in the lay practice of psychoanalysis. There will be 
much disagreement with their conclusions, but their book is worth the at- 
tention of psychologists, educators, psychiatrists and others interested in 
the maintenance of a healthy social climate. 


Lady Chatterley’s Daughter. LawreNce Lark, editor. Unpaged. 
Paper. Popular Library. New York. 1960. Price 35 cents. 

Lawrence Lariar presents another well-chosen selection of cartoons de- 
voted to the sex life, or perhaps one should say to the courting habits and 
subsequent behavior, of the American. female. The collection makes an 
amusing little book, but one not to be presented to Victorians of either sex. 
As usual with Lariar’s selections, this is good moderately clean fun with 
psychological implications. Among the roughest, and the funniest, of the 
cartoons are the two on the front and back covers. 


One of Those. By Soria Gant. 88 pages. Cloth. Pageant. New York. 
1957. Price $2.50. 
This is the account of a mother’s devoted and religiously-imbued attempt 
to help her mongoloid child. Admittedly, science has little to contribute 
to the problem. . 
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The Return of the Shmoo. By Au Capp. Unpaged. Paper. Simon and 
Schuster. New York. 1959. Price $1.00. 

The Return of the Shmoo is an amusing little volume, reprinting the 111 
Abner cartoons in which the lovable little creature made a brief reappear- 
ance. The shmoo lays eggs and milk (and birthday cakes). It provides 
for practically all human needs and so is exceedingly dangerous, for a 
world supplied with shmoon (plural) has no need to fear starvation or to 
fight. The shmoo in 1948 was a political satire. Its return is also a satirical 
venture on a national and international scale. The shmoo itself resem- 
bles fairly closely some of the ancient phallic ornaments of Roman times, 
a matter which it may be presumed is no surprise to Al Capp. The shmoo 
drawings, therefore, should interest anybody having a psychoanalytic point 
of view, and should provide entertainment, if of a somewhat grim variety, 
for practically everybody else. 


The World of Dreams. By Henri Brerason. 58 pages. Cloth. Philosophi- 
eal Library. New York. 1958. Price $2.75. 

This little book by Henri Bergson was originally a lecture given in 1901. 
In view of more than half a century of development of the Freudian dream 
theories, the chief interest in Bergson’s book is historical. It is a matter 
of some note, and of some cause for wonderment, that Bergson—writing 
as long ago as he did—should have forecast future research into dreams 
by investigation of the unconscious. The student of psychoanalysis should 
be interested in this short book. 


The Eavesdroppers. By Samvuet Dasu, Ropert E. KNow.ton and Ricu- 
arD F. Scuwartz. 484 pages including index. Cloth. Rutgers Univer- 
sity Press. New Brunswick. 1959. Price $6.50. 

Eavesdropping, which is a sort of aural voyeurism, is a phenomenon of 
considerable interest to psychiatry. The present book concerns primarily the 
form of eavesdropping known as wiretapping, and its legal and illegal em- 
ployment. The law covering the matter in various jurisdictions, including 
England, is outlined and there are numerous case citations. The volume is 
of primary use to the legal profession but should be of considerable interest 
to any social scientist. 


The Slide Area. By Gavin Lambert. 223 pages. Cloth. Viking Press. New 
York 1959. Price $3.50. 

A few short stories about Hollywood are obviously written for British 

consumption by a British journalist. They cover commonplace material of 

the days when Hollywood was flourishing. 
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Psychiatric Services and Architecture. By A. Baker, R. LLEWELYN 
Davies and P. Sivapon. 50 pages. World Health Organization, Public 
Health Papers. 1959. 


This monograph attempts an analysis of the structure and function of 
psychiatric services in the hospital, out-patient clinic, day hospital and 
other related organizations. Although short, it describes the philosophy of 
modern hospitals and of psychiatric treatment adequately. The proposed 
buildings are in keeping with the modern tendency toward smaller units so 
that intensive treatment can be carried out. 


Theme For Reason. By James Warp Situ. 209 pages. Cloth. Princeton 
University Press. 1957. Price $4.00. 

An associate professor of philosophy at Princeton denies the validity 
of the two approaches, “we must either show that what we say is a theorem 
deducible from assumed axioms and postulates, or we must show that what 
we say is made probable by evidence,” and attacks the idea that “ration- 
ality requires any such straightjacket.” What follows is of interest exclu- 
sively to professional philosophers. 


Cynicism and Realism of a Psychotic. By Joun L. SCHUMACHER. 
143 pages. Cloth. Vantage. New York. 1959. Price $3.50. 

The author states at the beginning that he is a schizophrenic and an 
escapee from a state hospital. His thoughts, however, seem to this reviewer 
to be the ramblings of a psychopath with no super-ego formation. They 
have no artistic value, and there is nothing to recommend this book to the 
general public or psychiatrist. 


Dynamics of Psychotherapy. Vol. II. By Perctva, M. Symonps. 223 
pages. Cloth. Grune & Stratton. New York. 1957. Price $6.50. 

The second volume of a trilogy on psychotherapy confirms the impres- 
sion imparted by Volume I: The book is well-meaning, eclectic, super- 
ficial. The author has the annoying (though probably well-intended) habit 
of frequently quoting only the most unimportant details from important 
studies of the analytic literature. 


Enuresis. By Berti. HALuGREN. 153 pages. Paper. Ejnar Munksgaard. 
Copenhagen. 1957. (Acta Psychiatrica et Neurologica Scandinavica.) 
Price not given. 

This is a clinical study made on the basis of 229 cases, collected from the 
psychiatric department of a children’s hospital. The monograph is written 
with exclusion of the dynamic unconscious; it could have been published 
50 years ago. : 
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The Student Physician. Rosert K. Merton, George Reaper, M.D., and 
Patricia L. KENDALL, editors. 360 pages including index. Cloth. Har- 
vard. Cambridge, Mass. 1957. Price $5.00. 

This book is a collection of studies done by different investigators on 
the sociology of the medical school. The thesis is that the social structure 
of the school determines the behavior of the student and thus affects the 
making of the physician. The sociological methods used included: direct 
observation, interviews, student diaries, and panel technique (a question- 
naire method aimed at evaluating changes in attitudes after a lapse of time). 

Among the processes examined, were the decision to be a doctor, the 
student’s attitude toward himself, his preference for patients, his “train- 
ing for uncertainty” in medicine, and his interest in specialized training. 
As the student moves from the first year to the fourth year, he is increas- 
ingly prone to express interest in specialized training. One explanation is 
that, as the medical student learns more and more about the complexities 
of modern medicine and realizes his own limitations, he feels compelled 
to select a limited field. 

The sociologist describes a feeling of detachment and neutrality toward 
the patient which is directly correlated with the student’s growth of self- 
confidence. The reviewer feels that the lack of anxiety probably should 
not be called detachment; perhaps positive warm feelings for patients 
were overlooked. In another aspect of training, the studies bring out that 
medical students must be trained for three types of uncertainty: (1) im- 
perfect mastery of the available knowledge; (2) limitations of available 
knowledge; (3) the difficulties in distinguishing between one and two. 

This book is so rich in valuable information that it is recommended to 
all who are interested in medical education. Like many sociological studies, 
the bridge between the sociological context and psychological reaction of 
the individual is not clear; but perhaps this is not the sociologist’s job. 


Hypnosis and its Therapeutic Applications. Roy M. Dorcvus, Ph.D., 
editor. 313 pages. Cloth. Blakiston Division, McGraw-Hill. New York. 
1956. Price $7.50. 

This book is a valuable addition to any library on hypnosis. It ineorpo- 
rates the theoretical, experimental and therapeutic aspects of hypnosis in 
a single volume. The cost of the book, too, is very reasonable. The reviewer 
would call particular attention to the paper by Frank A. Pattie, Ph.D., 
who reviews the theories of hypnosis such as the theory of sleep, of dis- 
sociation, and of ideomotor and conditioned response in goal-directed striv- 
ing. Then, of practical use for the student, he describes the various methods 
of hypnotic induction, susceptibility of subjects and criteria. He also dis- 
cusses the genuineness of various hypnotic phenomena such as anesthesias 
and regression. 
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Personal Adjustment. By Smnry Jourarp. 462 pages. Cloth. Macmillan. 
New York. 1958. Price $5.50. 

In writing this text, designed primarily for undergraduate courses in 
personality and adjustment, the author has attempted to set out a frame- 
work within which the processes common to normal and abnormal behavior 
may be integrated. The emphasis, however, is upon the more familiar, but 
less well formalized, attributes of the development of the normal person- 
ality. The guiding principles for this framework are drawn from many 
sources, resulting in a rather eclectic approach. The general tone, though, 
will be readily recognized as field theory, oriented with a generous sampling 
of psychoanalytic concepts. 

The author encounters the usual problem that arises whenever an at- 
tempt is made to write a text deliberately devoted to the normal person- 
ality. That is, more appears to be said about abnormal adjustment and 
pathological trends, than about normal adjustment. In the absence of a 
science of personality, of course, it is to be expected that the more readily 
isolated abnormal behavioral patterns should serve as points of departure 
for the understanding of the normal personality. On the whole, this should 
be a useful and informative text. 


Living With Your Allergy. By S. M. Frnserc. 184 pages. Paper. Lip- 
pincott. Philadelphia. 1958. Price $1.25. 


A popular and conservative description of allergy is written by the chief 
of allergy at Northwestern University Medical School. The author’s opinion 
on psychological tributaries : 

“At present we have no right to say that asthma or hay fever or eczema 
or any other ailment we have described as ordinarily allergic is a psy- 
chosomatic disease. We can say that perhaps some special cases of these 
ailments might be caused purely by emotional stimuli. This would imply, 
for example, that a substance such as histamine, which produces asthma 
and is normally liberated by the allergic reaction, is also set free by emo- 
tional stimuli, It’s not impossible, but it remains to be proved.” 


Essays on Individuality. Fxx1x Morey, editor. 256 pages. Cloth. Uni- 
versity of Pennsylvania Press. Philadelphia. 1958. Price $5.00. 

The 12 essays collected here were prepated for a “symposium on indi- 
viduality and personality,” at Princeton. There were specialists in eco- 
nomics, history, and philosophy, present, but, unfortunately, a psychiatrist 
was not included. Interesting as some of the essays may be, the incom- 


pleteness, produced by disregard of the dynamic unconscious, is very 
marked. : 
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Confessions of a Mask. By Yuxio Misuima. 255 pages. Cloth. New 
Directions. New York. 1958. Price $3.75. 


A Japanese writer attempts to explain the homosexuality of his post- 
adolescent hero, using the form of a novel. The book is written with “des- 
perate honesty”; unfortunately, the author understands consciously nothing 
of the psychic make-up of homosexuality. E.g., in dozens of incidents, des- 
eribing the fantasy life of the hero, mascochistic scenes are intuitively de- 
picted, all classified by the author as sadistic. There is also a domineer- 
ing grandmother, who helped produce in the future homosexual the inner 
fear of women, but the connection is simply not worked out. For the 
psychiatrist, the reviewer thinks, the book is of value, provided he is 
familiar with newer psychoanalytic theories which explain male homo- 
sexuality as flight from a repressed masochistic attachment to a mother- 
image, a flight so desperate that it leads the fugitive to another continent 
—man. 


No Stone Unturned. An Almanac of North American Prehistory. By 
Louis A. BRENNAN. 370 pages including index. Cloth. Random House. 
New York. 1959. Price $5.00. 


This book is the work of a writer of fiction who pursues archeology seri- 
ously as an avocation. He has specialized in the archeology of the American 
Indian and has engaged in field work. With this semi-professional standing, 
he writes No Stone Unturned to advance a theory contradictory to the gen- 
erally-accepted view that the American Indian is a Mongolian. Brennan 
produces data which are now accepted everywhere on the antiquity of man 
in the Americas, and contends that this evidence now shows the Western 
Hemisphere to have been inhabited before Mongoloid man was differentiated 
from the common human stock. The validity of this argument may safely 
be left to the eventual crystallizing of future professional opinion. The 
trend of the book, however, makes it a contribution to the cause of those 
who argue the essential unity of all mankind. As such, all who are inter- 
ested in mental hygiene might do well to make note of it. 


The Idea of the Holy. By Ruvotr Orro. 232 pages including index. 
Paper. Oxford. New York. 1958. Price $1.75. 

The Idea of the Holy is a translation of an important work in the field 
of religion and the psychology of religion, written 42 years ago. It is of 
considerable interest to those outside the field of theology who are familiar 
with the concept of the “numinous”—Otto’s word, and one much em- 
ployed in the psychology of C. G. Jung and other investigators of religi- 
ous phenomena. The book is of interest not only to students of comparative 


religion, but is worth the attention of those concerned with psychology in 
general, 
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Creative Power: The Education of Youth in the Creative Arts. By 
HueHes Mearns. 272 pages. Paper. Dover. New York. 1958. Price 
$1.50. 

This is a new edition of a book that has been regarded as a classic in 
the “progressive education” field. It is the report of an experiment in teach- 
ing conducted at Columbia University, and it was first published 30 years 
ago. Looking backward, one may feel inclined to comment that the author 
did not make sufficiently clear the fact that his experiment was conducted 
in a special school with a non-representative group of pupils and in con- 
ditions not applicable in the corresponding grades of most public schools. 
Too enthusiastic application in inappropriate settings of such principles 
as are developed here has, the reviewer thinks, caused much unnecessary 
grief. Properly weighed and considered, the book still presents a program 
which should be of interest and use both to the educator and to the educa- 
tional psychologist. 


I’m Driving My Analyst Crazy. By Jory Granam. Illustrated by 
JOHN WaLKER. About 60 unnumbered pages. Paper. Citadel. New 
York. 1959. Price $1.00. 

This is a sophisticated and extremely amusing collection of cartoons, 
referred to in a subtitle on the cover as “50 cool sessions on the hot couch.” 
A lady drives her psychoanalyst crazy, it appears, by not telling him a 
thing, while her friend under the beauty parlor dryer drives hers nuts 
by taking notes herself. These are swift-moving little sketches, done with 
vast economy of line, most of them, of course, illustrative of transference, 
both aspects, with the accent on the extreme positive. As superficial 
lampooning of actual problems, these drawings should be enjoyed by 
most analysts, and perhaps even more by non-analysts. A lady dismisses 
the subject of phallic symbols; the analyst’s wife tests his powers of under- 
standing; and there is what appears to be an illustration of a bridal night, 
with a travesty of a Rorschach blot that the reviewer finds hard to believe. 
A cartoon collection like this is supposed to represent the reactions of the 
patient; it would be interesting some time to find out what a representa- 
tive collection of patients actually thought of one. 


Against The Law. By Prerer WitpEBLoop. 189 pages. Cloth. Messner. 
New York. 1959. Price $3.95. 

The author, an Oxford-trained British journalist, was involved in the 
Lord Montagu ease in 1954, and was sentenced to 18 months in prison 
because of homosexuality. He makes a strong case against the British law, 
stressing the dubious techniques of the police in gathering evidence. He 
believes that American influence impelled the authorities: “It is difficult, if 
not impossible, to trace the origins of the witch-hunt. It may be true that 
the case began as a political maneuvre, designed to allay American fears 
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that people susceptible to blackmail were occupying high positions in 
Britain.” The author is uninformed on the psychological genesis of the 
disease and of psychiatric advances in curing homosexuals, and he has a 
poor opinion of psychiatrists. This is matched by an even poorer opinion 
of his confreres: “I am obliged to admit that most homosexuals are furtive 
and irresponsible.” 


A Dangerous Woman. By James T. Farre... 160 pages. Cloth. Van- 
guard. New York. 1957. Price $3.50. 

It is painful, this reviewer thinks, to see the author of Studs Lonigan 
publishing trashy or nearly worthless short stories year after year. All the 
faults of superficiality seem to have a rendezvous in this volume. In “Suc- 
cess Story,” a young man who achieved success with his first book, has 
nothing to say, and solves his writer’s block by suicide. In real life, suicide 
has more complex motivations. 


Psychology Applied to Life and Work. By Harry W. HEpNer. 639 
pages. Cloth. Illustrated. Prentice-Hall. Englewood Cliffs, N. J. 1957. 
Price $6.95. 

This is the third edition of an older, well-known text of applied psychol- 
ogy which has been revised in the light of current progress in the behavioral 
sciences. While the major focus is on what is usually called industrial psy- 
chology, with about two-thirds of the book devoted to problems of employee 
selection and supervision, optimal working conditions, job evaluation, 
morale, salesmanship, and the like, there is considerable discussion of more 
basie matters of psychology, especially as pertains to personality. About 
the first third of the text covers problems of adjustment, behavior devia- 
tions, defense mechanisms, therapy. Ostensibly, the inclusion of such ma- 
terial is to facilitate the integration of the later topics of industrial psy- 
chology about a theme of “adjustment.” The merit of this, as well as its 
success, is questionable. 


Directory for Exceptional Children. Educational and Training Facili- 
ties. Third edition. 320 pages. Cloth. Porter Sargent Publisher. Boston. 
Price $6.00. 

This is the third edition of au important reference book. It appears to 
be an excellent guide to all types of special educational facilities through- 
out the country. 

This edition contains about 2,000 carefully compiled entries. Each list- 
ing usually includes names of administrators, the nature of the services, 
and numbers of enrollment, a description of the categories of needs met, 
together with the number of teachers and staff, tuition fees, whether for 
boarding or day, the date of establishment, and the organizational status 
and such further definitions of specific and general information as is 
available. 
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Mark of Shame. By Wu Hewricn. 316 pages. Cloth. Farrar, Straus 
and Cudahy. New York. 1959. Price $4.50. 

The German author of this novel presents different types of unreconstruc- 
ted Nazis, and a few embittered ex-Nazis, in post-war “democratic” West 
Germany. The book is timely, especially because of the recent anti-Semitic 
outbursts in Germany, and is a reminder not to be too naive over the German 
“change of heart.” 


The Case of the Crime King. By Ricuarp Demina. 165 pages. Paper. 
Pocket Books. New York. 1959. Price 25 cents. 

This is just one more of the Joe Friday stories in the “Dragnet” series, 
taken from the files of the Los Angeles police. Some people undoubtedly 
find these tales interesting in the TV version, but this reviewer thinks 
they are mediocre and unutterably dull as reading material. 


Jealousy. By Avain Roppe-Griuet. 149 pages. Paper. Evergreen Books 
(Grove Press). New York. 1959. Price $1.75. 

Out of the school of the “new novel” in France, Alain Robbe-Grillet 
was first introduced to the American reader with the translation of Le 
Voyeur. In Jealousy, one finds him still concerned with the technique of 
telling his “story” through the media of the senses, especially the visual. 
It is as if he placed the reader in the center of his story, with the result 
that the reader and narrator become one, and become, all at once, an in- 
timate observer of the events that occur about them. 

Essentially a work of fiction without plot, characterization or psychology, 
the action of Jealousy takes place on a tropical banana plantation and sug- 
gests a love affair between a woman and her next-door neighbor. It is 
told with detachment through a series of scenes which are repeated again 
and again, but with variations and seemingly without regard for time 
sequence. The result is that the book offers a style of writing that is new 
and challengingly different. It is at the same time an irritating, gripping, 
and, in the end, a rewarding experience. 


Anatomy of a Moral. By Miovan Duras. 181 pages. Cloth. Praeger. 
New York. 1959. Price $2.95. 

Djilas was No. 2 man in Tito’s Jugoslavia; he started a confused news- 
paper “revolt,” talking about more freedom and less bureacracy, and ended 
in prison. Judging from his newspaper pieces, reproduced in this book, he 
was naive; in any case, he was no match for his opponents, who were 
organized. As material against Communism, these writings are of value. 
The man himself is less interesting unless one considers him a suicide- 
candidate. What a pity that men in totalitarian countries who have the 
courage to stand up against a dictator, are so (neurotically?) naive in 
their methods and timing that the dictator wins—at least for a long .time. 
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Educational Psychology. By James M. Sawrey and Cuaries W. TEL- 
rorD. 497 and XIV pages, with indices. Cloth. Allyn and Bacon. Boston. 
1958. Price $5.95. 

The organization of this comprehensive text is partly developmental and 
partly topical. The material relating to motivation, learning, retention, 
evaluation, social dynamics, personal adjustment, counseling and guidance 
is developed topically, and consists of the larger part of the volume. The 
rest of the book treats physical growth, interests, aptitudes, emotions, per- 
sonality, and character from the developmental standpoints. 

The authors attempt, in this comprehensive and up-to-date textbook, to 
provide a balanced presentation of various psychological theories and show 
their application to education. The book is of use to the teacher or pro- 
spective teacher. 


Sex and Love in the Bible. By Wii1am Granam Coxe. 448 pages. Cloth. 
Association Press. New York. 1959. Price $6.50. 

Dr. Cole’s book is a selection of the Religious Book Club and the Pastoral 
Psychology Book Club. Its author is a professor of religion at Williams 
College. It should be stated, therefore, that the reader who does not share 
the author’s religious point of view will find nevertheless an objective 
account in his book, of sex and love in a very different society from ours. 
Inasmuch as the Bible is the foundation of much in the modern world, the 
comparison of sex customs of Biblical days with those of modern times 
should be much more acceptable than some modern essays in cultural anthro- 
pology, in introducing to the student the concept that our moral standards 
are not the only ones which highly developed societies have found work- 
able. The reviewer thinks that both counselors and psychiatrists dealing 


with sexual problems in the course of psychotherapy will find this book 
useful. 


Just Murder, Darling. By James A. Brusseu. 192 pages. Cloth. Serib- 
ners. New York. 1959. Price $2.95. : 

Just Murder, Darling, is a very clever suspense story, written by a well- 
known psychiatrist whose literary endeavors range from clinical reports 
to versification. It is a neat, sadistic little story, very well plotted and 
very well written. This book is highly recommended for psychological 
entertainment, particularly to colleagues of the author. 


How Life Began. By Irvine ApiEr. 128 pages including index. Paper. 
New American Library. New York. 1959. Price 35 cents. 

Irving Adler writes, in this compact paperback book, a simplified illus- 
trated outline of a conventional scientific theory concerning the origin of 
life. It is intended, the reviewer presumes, for reading on the high school 
graduate or collegiate level and it appears admirably suited for the purpose. 
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Personality, Stress and Tuberculosis. Pxineas J. Sparer, M.D., editor. 
XVIII and 629 pages including dedication, forewords, list of contribu- 
tors, references, authors’ index and subject index. Cloth. International 
Universities Press, Inc. New York. 1956. Price $12.50. 

This unusual book towers above the forest of medical publications. Under 
Sparer’s editorship, 34 distinguished authors, all outstanding in their 
specialties, have contributed to a monumental work which is an example 
of how different disciplines and related sciences can and will have to 
work together on the problems of disease within the frame of our culture 
and civilization. If any book deserves to be studied in detail by every 
physician, psychologist, and sociologist, this one does. 


Sexual Impotence in the Male. By L. P. Wersuvus. 107 pages. Cloth. 
Thomas. Springfield, Ill. 1959. Price not given. 

The author is a urologist, associate professor at New York Medical Col- 
lege. His book gives some useful urological information, but is more than 
weak when psychological problems are involved. He acknowledges that 
many potency disturbances are psychiatric problems, but believes that the 
urologist can help in some cases. When he tries to encroach on psychiatric 
territory, he sticks to superficialities. 


If This is a Man. By Primo Levi. 206 pages. Cloth. Orion Press. New 
York. 1959. Price $3.50. 

This is an unemotional, though tragic, report of an Italian Jew, captured 
by the Nazis and transported to the infamous extermination and concen- 
tration camp in Auschwitz. The organized terror, by now well known, is 
beyond words. The book is highly recommended to people with short mem- 
ories. 


The Triumph of Surgery. By Jurcen THoRWALD. 454 pages including 
index. Cloth. Pantheon. New York. 1960. Price $6.50. 

The Triumph of Surgery is a sequel to The Century of the Surgeon, which 
was a history of the early days of modern surgery, as told by an imaginary 
eye-witness. Like the first volume, this is a highly dramatic, popular ac- 
count. It reproduces imaginary conversations and much other material for 
which there is little basis for reproduction. It nevertheless covers the im- 
portant developments in surgery from the 1880’s through the early years 
of the present century. It includes a possibly overdramatized but fascinat- 
ing account of the mistreatment of Crown Prince Friedrich of Germany 
which preceded his death from cancer. 

Psychiatrists will be interested in a rather unusual portrayal of Freud’s 
part in the introduction of cocaine anesthesia; some of the interpretation 
appears doubtful here. With all its drawbacks, The Triumph of Surgery 
is caleulated, nevertheless, to inform and entertain the student or the gen- 
eral reader for whom it is designed. 

















BOOK REVIEWS 359 


Patterns in Criminal Homicide. By Marvin E. Woiraanc. XIV and 
413 pages. Cloth. University of Pennsylvania. Philadelphia. 1958. 
Price $8.00. 

This book deals with the statistics of criminal homicide, irrespective of 
degree of murder or manslaughter. The study was conducted in Philadel- 
phia in the years 1948-1952, and involved 588 cases. The statistics were 
compiled, not only from the point of view of the offender, but also from 
that of the victim, and according to the time of occurrence and method. 

This is not a book that draws startling conclusions. It is, instead, a 
basie piece of research which can form a firm foundation for later socio- 
logical studies. 


What Makes A Scientist? By Grorce H. Wat7z, Jr. 139 pages. Cloth. 
Doubleday. New York. 1959. Price $2.95. : 

Although the post-sputnik age partially rehabilitated the scientist, there 
are still numerous popular prejudices current. The author tries to dispel 
these misconceptions by proving that scientists are just people. Twelve 
biographical sketches are presented, without attempting explanations of 
them. 


What A Boy Should Know About Sex. By Brrnarp S. Gorruizs. 190 
pages. Cloth. Bobbs-Merrill. Indianapolis. 1960. Price $2.95. 
A psychiatrist, specializing on adolescents, presents a popular, simplified 
primer for teenage boys. The simplification goes pretty far; one could 
wish that fewer compromises had been made. 


John Paul Jones. By Samuet Euior Morison. 453 pages including index. 
Cloth. Atlantie-Little, Brown. Boston. 1959. Price $6.50. 

Admiral Morison has written what seems likely to be recognized as the 
definitive biography of John Paul Jones. Paul Jones’ life and character 
have long suffered from careless biographies. There has been considerable 
discrepancy in the accounts of what he did and what he said. Morison’s 
careful work should put a period to much of this. The reader interested 
in dynamic psychology will regret that the available documents do not 
appear adequate for a profitable study in depth. Paul Jones was undoubt- 
edly paranoid; he displayed what Morison calls “the vanity of the insecure”; 
and he was a sincere patriot despite “his love of distinction... [and]... 
his dislike of democracy.” Those interested in both the surface and the 
depth motivation of the world’s great will find this volume worth reading. 


Building Your Marriage. By R. A. Skiwmore and A. S. Cannon. 659 
pages. Cloth. Harper. New York. 1958. Price $6.00. 

Once more, here is a too simplified and optimistic description of marriage. 
The book is reassuring, and therefore chosen by many colleges as “required 
reading.” It is a pity that editors of such books have no conception of 
how much damage overoptimistic statements on marriage can cause. 
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A Citizens Manual for Public Schools. By Mortimer Smrru. 95 pages 
including index. Paper. Council for Basie Education. Washington, 
D.C. 1959. Price $1.00. 

The subtitle of this volume is “A guide for school board members and 
other laymen,” which covers psychiatrists and members of allied disciplines 
whose interests in education are affected by their professional points of 
view. The book is a clear outline for such “laymen” of the case against the 
“look-see” method of elementary education. It should be of use and of in- 
terest, not only to professional readers who have personal concern in the 
education of their own children, but to all members of professions concerned 
with the unhappy state to which the “look-see” method has brought the 
general educational foundation for professional training. 


Orde Wingate. By CurisropHerR Sykes. 575 pages including index. 
Cloth. World. Cleveland. 1959. Price $6.00. 

Orde Wingate was a British soldier of genius who specialized in the 
leading of desperate, if not lost, causes. He achieved a tremendous reputa- 
tion as a commander in Ethiopia against the Italians and as leader of the 
forces known as the Chindits, against the Japanese in Burma. He was 
killed in the Burma campaign. 

Aside from the matter of military operations and military history, 
general interest in Wingate is in his extraordinary personality. The tradi- 
tional British officer is a nonchalant, aloof, aristocratic figure with a high 
reputation for bravery and not so high a reputation for brains. The pro- 
fessional British soldiers themselves, however, hold a very different type 
as one of their-ideals, the type represented by Oliver Cromwell and by 
Stonewall Jackson, who used to be studied in Great Britain as a model 
of the professional soldier. Like Montgomery, Wingate was of this ilk. 
He was an extremely devout man, from an old Scots family which has 
been known as highly religious for at least five generations. Wingate kept 
his religious ideals and his strict observance of religious principles through- 
out his army career. The result seems to have been a character of extra- 
ordinary contradictions and complexities, whose dynamics motivated his 
career. Wingate went beyond religious creeds but not beyond religion. 
Among other things, he, as a British officer of Gentile extraction, became 
one of the most passionate Zionists in the history of Israel. It is a pity 
that material for a real understanding of his psychodynamics does not 
appear to be available. : 


The Enduring Pattern. By Hat Boruanp. 247 pages. Cloth. Simon and 
Schuster. New York. 1959. Price $5.00. 

The Enduring Pattern is an orientation book. That is, it endeavors to 

place man in time and space, with illustrations from the geology and biolegy 
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of the countryside. It is a well-conceived and well-written book. It should 
be entertaining to the informed, and should be informative to the student 
who is just. becoming acquainted with biological science. It should be com- 
prehensible on the high school graduate level. 


Sexual Pleasure in Marriage. By Jerome and Juuia Rainer. 251 
pages. Cloth. Messner. New York. 1959. Price $4.95. 
Here is an overenthusiastic, at times naive, exercise produced by two 
journalists who have swallowed Kinsey’s fallacies 100 per cent. The book 
cannot be recommended. 


The Undiscovered Self. By C. G. Juna. Translated by R. F. C. Hutu. 
113 pages. Cloth. Little, Brown, and Company, and the Atlantic 
Monthly Press. Boston. 1957. Price $3.00. 

This little book is a paean to man’s unconscious. Jung here continually 
stresses the importance of our unconscious—man’s undiscovered self. He 
feels that several forces have prevented widespread nonconscious self-ex- 
amination. Reason as exemplified by modern science seeks security in class- 
ification and in numbers. Statistics and the mass man oppose the lone indi- 
vidual who seeks self-knowledge. The state decries the importance of the 
individual, especially his irrational unconscious. Modern religion demands 
faith by dogma, not by inner experience. It therefore allies itself with 
the state in its emphasis on mass-belief. Both church and state fear the 
freedom and lack of control in the unconscious. Jung affirms that God 
may not be reasoned. He is transcendental and must be experienced. Reli- 
gious persons react through the unconscious—‘Any religious experience 
keeps (me) from dissolving as an individual.” 

Jung feels that only self-knowledge can save man from either atomic 
destruction or the ersatz Paradise of a no-think State or an all-believe 
Church. His ideas stir the imagination, but, indeed, would have to be 
experienced, not merely intellectually comprehended. 


Social Psychiatry and Community Attitudes. Seventh Report of the 
Expert Committee on Mental Health. World Health Organization Tech- 
nical Report Series No. 177. 40 pages. Paper. World Health Organiza- 
tion. Geneva, Switzerland. 1959. Price 30 cents. 

This pamphlet is a report of a committee of the World Health Organ- 
ization which met to consider social psychiatry and community attitudes. 
Social psychiatry is defined as including preventive and curative measures 
directed to fitting mentally ill individuals into society. The report’s recom- 
mendations inelude: (1) increased care for the mentally ill; (2) greater 
dissemination of information on mental illness through government pro- 
grams, schools, mass media, and religious, social, and legal leaders; (3) 
increased research in social psychiatry. This pamphlet makes excellent read- 
ing for the hospital psychiatrist and the general psychiatrist. 
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The Three Talents. By SypNry Buacksron. 93 pages. Cloth. Greenwich. 
New York. 1957. Price $2.50. 

This book is one of the large number of pseudo-scientific, easy explana- 
tions of “human nature” that periodically appear. The author believes in 
an “encephalic” origin of personality traits; and support for this view is 
adduced from vague electro-encephalographie evidence and “study of biog- 
raphies of famous people.” 


Released Mental Patients on Tranquilizing Drugs and the Public 

Health Nurse. By Ipa Geter. 139 pages. Paper. New York University 

Press. New York. 1959. Price $3.00. 

In this monograph (Dr. Gelber’s doctoral thesis at N. Y. U.) the author 
considers the needs of released patients on tranquilizing drugs in rela- 
tion to their possible amelioration by public health nurses. A survey was 
done of the interdisciplinary literature in several aspects of a follow-up 
program for patients on tranquilizing drugs. Data on state mental hos- 
pitals were obtained by questionnaires answered by 18 authorities. From 
these, the author concludes: (1.) Most states provide some rather inade- 
quate family education programs for released mental patients or patients 
on trial visit. (2.) Relapses among the increased numbers of patients now 
being released from hospitals are attributed in part to inadequate adherence 
to prescribed drug therapy. Finally a detailed investigation was done of 
the cumulative social and health records of 100 follow-up patients at the 
Brooklyn aftercare clinic. 

From this material, 48 needs of released mental patients were identified 
as consistent with 28 of the functions of public health nurses. The major 
role of the public health nurse was seen in meeting needs in the family 
setting, needs associated with treatment and the use of tranquilizing drugs, 
and needs associated with the physical health of the patient and his family. 
Data from all three sources were consistent. The author points out the 
desirability of further research into the roles of the hospital, the nursing 
service, and the family, regarding released patients on tranquilizers. This 
monograph is a useful addition to the literature of social psychiatry. 


The Legion of the Damned. By Sven HasseEt. 277 pages. Cloth. Farrar, 
Straus and Cudahy. New York. 1957. Price $3.75. 

Hassel writes of the tragic vicissitudes of one of Hitler’s “penal regi- 
ments,” reserved for Aryans. The author, writing under a pseudonym, 
is the son of an Austrian officer and a Danish mother, and gives the im- 
pression of telling the truth. The brutalities match those of a concentra- 
tion camp. ; 
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One Mind Common to All. By Earut D. Bonn. 200 pages. Cloth. Mac- 
millan. New York. 1958. Price $4.50. 


Dr. Bond is a past president of the American Psychiatrie Association and 
one of the fathers of American psychiatry. In this book, written primarily 
for lay people, he makes a plea for consideration of a spectrum of normality 
which includes genius, eccentric, compulsive, and neurotic—with no one area 
of pure normality distinguished from another area of pure illness. He 
briefly shows abnormality and normality as presented in many spheres: He 
considers literary characters, historical figures, and current-day news 
figures. 


Fathers and mothers, he notes, are sometimes alternately normal and 
abnormal. “Good” and “moral” obsessive-compulsives are very abnormal 
psychiatrically; and psychiatrically abnormal geniuses (Proust, Napoleon) 
contribute greatly to society in cireumscribed fields. General problems of 
mature acceptance of role in life, conformity and political principle, and 
conflicts of overstrict or understrict conscience are considered. Retreat and 
regression, along with such sometimes socially maladaptive mechanisms as 
repression, denial, and projection, are briefly discussed in regard to such 
phenomena as prejudice and totalitarianism. Motivation, love, and courage 
are taken up as positive forces. Unfortunate public attitudes toward psy- 
chiatrists, as well as the real social contributions of psychiatry, are dis- 
cussed. 


Dr. Bond, in a very literate and witty way, presents the importance of 
not segregating the “mentally ill” from other persons—mental abnormality 
in some form or other is practically ubiquitous. All too often, the “crazy 
folk” are persons who lead saner lives and contribute more to the general 
welfare than do the “normal.” 


Spiritual Healing. By D. Carapog Jonzs. 144 pages. Cloth. Longmans, 
Green. New York. 1959. Price $2.75. 


The varieties of spiritual healing with which this book is concerned have 
been practised in Great Britain and elsewhere recently. A number of Chris- 
tian religious organizations sponsor faith-healing groups. The author, a 
layman, has collected what he calls an objective study of spiritual healing, 
including 49 English case studies and a number in India. The case histor- 
ies are extremely brief and with scarcely any factual data except as per- 
taining to “cure” or remission soon after faith healing. The material ranges 
from nephritis and cancer to “insanity” and mental retardation. A com- 
mentary by a psychiatrist emphasizes the unity of the body-mind concept 
and presents the philosophical position that it is logically impossible to 
argue rationally against faith healing. This book is interesting but would 
scarcely convince any nonreligious worker in mental or physical disease of 
the validity of spiritual healing. 
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The Other Side of the Coin. By Pierre Bovuiie. 218 pages. Cloth. 
Vanguard. New York. 1958. Price $3.50. 


Starting with the ingredients for a good story, Boulle writes a book in 
which a study of the motivations behind the actions of the principals would 
have made a fascinating psychological novel, but he touches these motiva- 
tions only superficially, and at the conclusion, leaves the reader nowhere. 


Psychology of Personal Adjustment. Third edition. By Frep McKin- 
NEY. 490 pages including index and illustrations. Cloth. Wiley. New 
York. 1960. Price $6.50. 


This third edition of Dr. MeKinney’s book will undoubtedly be used as 
a text to accompany elementary courses in mental hygiene and personal 
adjustment. The entire approach is student-centered; student problems 
and their dynamies are clearly discussed and the student is likely to find 
the presentation of case material a valuable aid. 

Numerous photographs centering around student college life are scattered 
throughout the book. They may add to the appearance of the book and 
make happy some student who has need for pictures; but, to this reviewer, 
they seem unnecessary to an otherwise commendable revision of the author’s 
text. 


Marriage East and West. By Davin and Vera Mace. 359 pages includ- 


ing index. Cloth. Doubleday. New York. 1959. Price $4.50. 


Professor David R. Mace is chairman of the International Commission 
on Marriage Guidance, and he and his wife were western representatives 
at a three-month conference of family guidance leaders held in Thailand 
recently. Their book is based on material from this conference and on much 
documentation besides. They ask that it be judged “not as a work of 
scholarship, but as an impressionistic picture painted on a very broad 
canvas.” 

The authors find that marriage is changing, both in east and west. In 
the east, parental guidance or direction is shifting toward co-operation of 
parents and children in arranging marriages; in the west, the trend is 
toward less and less co-operation in favor of complete abstention of the 
parents from taking part in their children’s decisions, a trend the Maces 
deplore. The orientation of this book is sociological, with due attention to 
variations in institutions established by law. The book does not purport 
to diseuss psychosexual problems—other than by implication. It can be 
recommended in the field it does cover in the interests of open-mindedness 
and of mental hygiene. The reviewer would applaud the authors’ statement 
that their book is “an impressionistic picture.” When it comes to their own 
country, they express the peculiar idea that, “The assertion that all men 
are created equal under God is written into the American Constitution.” 
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Cure of Mind and Cure of Soul. By Joser GoLpBRUNNER. 128 pages. 
Cloth. Pantheon. New York. 1958. Price $2.75. 


Dr. Goldbrunner is a young Catholic priest and intellectual who is well 
versed in contemporary psychology and in classical and modern philosophy. 
The author starts by stating that faith is a highly personal matter, and 
people must be considered as “spiritual beings.” This fits into the Jungian 
unitary scheme of integration of body and soul, or “person” and “nature.” 
The Existential expression of self-realization (that is, self-knowledge) also 
fits in with Catholic concepts of knowledge through faith in the Father-Man 
relationship. 

“Individuation” is Father Goldbrunner’s term for his system, in which 
he uses eclectic depth psychology (predominantly Jungian and Existen- 
tial ideas) to understand and clarify Catholic dogma and “to make man 
a complete being” in a moralistic and metaphysical sense. Individuation 
involves four stages in self-realization: “I” (authenticity of personal char- 
acter); “Thou” (sex); “We” (community); “God” (religion). The indi- 
vidual must banish his “anima” and attempt to understand his authentic 
self and his unconscious. Father Goldbrunner stresses the importance of 
personal strength of character and of the presence of spiritual advisers in 
the religious situation. The importance of love, in its erotic familial, and 
suprapersonal (love of God) senses is stressed in self-growth and maturity. 
He notes that projection, the transference situation, and the use of prim- 
itive archetypes are important in forming constructive community attitudes. 
He holds religion and faith in God to be the highest form of existential 
truth and self-maturity. Moral responsibility is a variety of this self- 
knowledge. Finally, the importance of applying ideas from “individuation” 
to parochial education and the priest-parishioner relationship are stressed. 
This is an interesting and well-thought-out presentation, for, however, a 
necessarily limited audience. 


The Truth About Divorce. By Morris Pioscowe. 309 pages. Cloth. 
Hawthorn. New York. 1959. Price $4.95. 

A well-known lawyer, judge, and professor of law, compiles the laws 
regulating divorce, separation, alimony, ete. He is friendly toward modern 
psychiatric viewpoints, and believes that our divorce laws need reform. 
He takes the middle-of-the road position. 


Execution. By Corin McDouaa.. 228 pages. St. Martin’s Press. New 
York. 1958. Price $3.50. 

This Canadian novel describes the feelings of a few officers and men when 

foreed to execute a harmless boy during the Sicilian campaign of the last 


war. The author describes decent people; understanding of inner motiva- 
tions is not his forte. 
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Discovering Ourselves. Third edition. By Epwarp A. Strecker, M.D. 
and KENNETH E. ApPEL, M.D. 292 pages. Cloth. Macmillan. New York. 
1958. Price $4.75. 


First printed in 1931 and now in its third edition, this volume is still 
one of the better books on the human mind and how it works. Also, it 
is still a fine text for colleges and schools of nursing. This third edition 
has a few additions and revisions. 


Divided into four parts, the book covers the concepts of modern psy- 
chology, the conflicting urges of thought, feeling and action, the nature 
of emotions; it also describes and illustrates mental mechanisms. Finally, 
there are three interesting appendices asking pertinent questions about the 
contents of each chapter, and asking questions relative to the analysis of 
one’s personal inventory. 


Elements of Psychology. By Davin Krucu and Ricuarp S. CrutcH- 
FIELD. 694 pages. Cloth. Knopf. New Yovk. 1958. Price textbook edition 
$6.50; trade edition $8.75. 

This is a splendid exception to the perennial production of dreary intro- 
duetory psychology texts. It is not degraded by the proliferation of gaudy, 
irrelevent illustrations, or two-toned pages. Nor does it foeus merely on 
subject-matter that is certain to entertain the student. The level of presen- 
tation is mature and dignified. Most important, it is rich in factual con- 
tent, an increasingly rare occurrence in the introductory text. In its cover- 
age of the major topies of psychology, there is depth as well as breadth. 
All material is lucidly organized and intelligently integrated. Sketches 
and diagrams are used freely, skillfully, and tastefully to illustrate empirical 
findings, details of experimental apparatus, and neurological structure rel- 
evant to perception and emotion. 

To this reviewer, the first third of the text is an outstanding exposition 
of perception. Both the phenomenology and physiology of perception are 
extensively discussed in more detail, but without undue complexity, than 
in many more advanced texts. Also, the chapter on language is an excel- 
lent summary of the more important research now available. One unusual 
chapter deals with the physiological correlates of thought and learning. 
The usual topics are here of course: maturation, emotions, adjustment, 
psychological measurement, learning and motivation. Unfortunately, the 
chapters on motivations and emotion fall far below the quality of the re- 
mainder of the text. 


This work is a most encouraging addition to the existing collection of 
introductory texts. The reviewer thinks that it far excels all but a very 
few classics. It is to be hoped that the quality of the author’s achievement 
may serve as a model for future introductory-text writing. 
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Attitudes of Educators Toward Exceptional Children. By Norris G. 
HarinG, Georek G. Stern, and Witutiam M. CruIcKSHANK. xv and 


238 pages. Cloth. Syracuse University Press. Syracuse, N. Y. 1958. 
Price $5.00. 


The integration of exceptional children into regular grades in the public 
schools is a theme not only timely but important in the functioning of 
school districts throughout the United States. The authors of Attitudes 
of Educators Toward Exceptional Children, each a leader in his respective 
field of professional activity, have based this book on considerable research. 
The results make for a sufficiently documented, statistical examination of 
attitudes of educators as regards exceptionality in children and the methods 
of coping with the deviants. 


The philosophy of educators concerning the educational placement of 
handicapped children states that exceptional children should have the bene- 
fit of experiences with their nonexceptional peers whenever possible. This 
reviewer subscribes fully to the highly intelligent view of the authors 
in their philosophy of integration. These children will eventually be re- 
quired to achieve satisfactory adjustments within a predominantly normal 
society; accordingly, the experiences they have as children with this society 
may well be invaluable to them. 

Attitudes of Educators Toward Exceptional Children is recommended 
without qualification to educational administrators, school psychologists, 
psychiatric social workers, teachers of special education, and all other in- 
telligent adults vitally concerned with exceptionality in children. 


Common Sense About Gifted Children. By Wm.arp ABraHaM. ix and 
263 pages. Cloth. Harper. New York. 1958. Price $5.00. 

Common Sense About Gifted Children, by Willard Abraham, head of 
the division of special education at Arizona State College, is based on an 
intensive study of considerable material. The book is thorough and prac- 
tical, and explores the whole subject of the gifted child in our society. The 
selected bibliography, with annotations, is a significant part of this volume. 
Dr. Abraham deals specifically with the gifted child, with parents’ attitudes, 
the role of the elementary school in curriculum enrichment, the place of 
the high school and the college in the life of gifted individuals, and the 
significance of the home in the training and rearing of such children. 

Chapter 9, “A Time for Action,” is especially useful for educational 
materials dealing with gifted children. Professor Abraham speaks with in- 
sight on the matter of healthy, realistic parental attitudes toward achiev- 
ing appropriate adjustment to living for gifted children; and psychologists, 
psychiatrists, nurses, teachers, social workers and parents would benefit 
greatly from studying his suggestions and recommendations. 
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Dictionary of Personnel and Industrial Relations. By Esruer L. 
Becker. 366 pages. Cloth. Philosophical Library. New York. 1958. 
Price $10.00. 

This book is a useful reference volume for labor economists, industrial 
relations staff members, personnel workers, industrial engineers, students 
and others interested in this field. The reviewer notes that some of the 
terms are covered at undue length, while others are treated skimpily. Oc- 
easionally, the same subject is alphabetized twice—and defined differently 
under each entry. 

Quite a few important terms are omitted. Some of these are: Davis- 
Bacon Act, Free Rider, Labor Mobility, National Manpower Council, Per- 
sonnel Director (duties and requirements), Sherman Act, Wage Stabiliza- 
tion Board, War Labor Board, ete. Nevertheless, the book is a handy 
volume. 


The Onset of Stuttering. Research Findings and Implications. By 
WENDELL JOHNSON AND AssociaTes. 510 pages including index and 
appendices. Cloth. University of Minnesota Press. Minneapolis. 1959. 
Price $5.00. 

Dr. Johnson is a recognized authority in the field of speech pathology 
and a leader in research on stuttering. He and his colleagues present this 
massive amount of research as supportive evidence for the behaviorists, 
stressing the conditioning influences of the mother upon the child in the 
complex called stuttering. All professional persons concerned with language 
development, psychology and behaviorism will find this to be a welcome 
addition to their literature. 

The meat of the book is, not so much in its findings as in its implications. 
Having outlined a logical development of stuttering, the authors promise 
future material on the treatment, rehabilitation and possible prevention 
of the disorder, through education of the laity and the professional as 
well. 


Childhood and Adolescence. By L. JosepH Stone and JOSEPH 
CuurcH. 456 pages. Cloth. Random House. New York. 1957. Price 
$5.00. 


For many who teach courses in child and adolescent psychology, a happy 
event is the appearance of a serviceable text that can achieve a corivincing 
reconciliation of empirical fact and theory in a lucid, unlabored fashion, 
with a minimum of reliance upon anecdotal and fictionalized material. 
The present work by Stone and Church excels in its highly intelligible, 
carefully organized, and easily readable account of relevant empirical ma- 
terial. The facility with which the various topics are integrated is also 
to be commended. The range of topics is conventional, from the mechanics 
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of birth, genetic determination and maturation to the development of so- 
cial behavior and personality, which are, with a few glaring exceptions, 
amply discussed and illustrated with experimental material, with available 
theoretical explanations carefully interwoven throughout. Among the more 
adequately treated sections are those dealing with maturation, child train- 
ing practices, cultural influences and variations. However, deficiencies in- 
clude the omission of an adequate discussion of learning and emotion, and 
a disappointingly barren, and in many respects outdated, analysis of lan- 
guage. Yet, there remains much material of sufficient value and importance 
to warrant serious recommendation of the text. 


Fear: Contagion and Conquest. By James CLARK MOLONEY. 128 pages. 
Cloth. Philosophical Library. New York. 1957. Price $3.75. 

This work is a restatement of ideas, repeatedly presented by the author, 
on motherly mothers, relaxed mothering, fear-inoculation of babies by 
tense mothers— and praise of the people of Okinawa. This goes so far, 
that the author states: ““When babies are well mothered by relaxed mothers, 
there is no need for these babies to become thumb suckers, hair twiddlers, 
masturbators. ..” The reviewer thinks that external circumstances are over- 
stressed by the author, inner problems minimized. On the other hand, 
the author notes: “The world is not ready and may never permit the 
laboratory experimentation suggested in these pages.” 


A History of Sexual Customs. By Ricnarp Lewmsoun. 409 pages. 
Cloth. Harper. New York. 1959. Price $5.95. 

A collection of anecdotes is presented as history. The author’s attitude 
toward sex seems to be that of Kinsey, hence his lack of criticism of Kin- 
sey’s loaded sample, which he takes at face value. Where preconceived 
notions do not interfere, the author is reasonable: E.g. he states specifically 
that the work of Plato, as a defender of homosexuality, is “in many respects 
untrustworthy as an historic source. It is a typical product of homosexual 
literature.” 


Psychology. Understanding Human Behavior. By AARON QUINN Sar- 
TAIN, ALVIN JOHN NortH, Jack Roy Strroneg, and Harotp MartTIN 
CHapMan. X and 444 pages. Cloth. McGraw-Hill. New York. 1959. 
Price $6.00. 

This is an introductory psychology text book to be used at the college 
freshman or sophomore level. The emphasis is placed on the normal indi- 
vidual and his everyday behavior. The authors make a significant contri- 
bution, in their early definition of psychology as the study of the behavior 
of man, using the term behavior in a broad sense. The chapters are well- 
written and illustrated, and each is summarized. Important questions con- 
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cerning chapter material are submitted for the students’ benefit, and lists 
of further readings are added. A 15-page glossary of important psycho- 
logical terms is also provided. Although the book is especially suited for 
the college student, general readers will find it of interest. 


Veronica. By Constance LOvELAND. 191 pages. Cloth. Vanguard. New 
York. 1958. Price $3.50. 

Here, for a change, is a well-written novel trying to reproduce the 
thoughts and feelings of a teen-age girl. The first sentence reads, “Well, 
i'm going to a psychiatrist. .. big deal.” The book goes on in this vein, and 
some of the girl’s remarks are amusing. Less amusing is the rather dopy 
psychiatrist who explains all the girl’s mascochistic and self-created messes 
as caused by “you don’t think.” Remarkable is also the detachment with 
which sex is feared and viewed; “getting the sex behind me” is one of the 
girl’s aims. Otherwise, the book contains a series of intuitively well-thought- 
out examples of masochistic provocations which neither the author nor the 
book’s psychiatrist seem to understand consciously. 


The Modern Psychological Novel. By Leon Epe.. 143 pages. Paper. 
Grove Press. New York. 1959. Price $1.45. 


When a well-read literary scholar approaches a topic involving uncon- 
scious mechanisms, one can be sure to find interesting quotations and 
total misunderstanding of the unconscious. This is, the reviewer notes, pre- 
cisely what happens in the present essay, dealing mostly with Proust, 
Joyee, and Dorothy Richardson. The author assumes that registering one’s 
associations automatically provides the clue to total understanding of one’s 
own unconscious. That defenses and counter-defenses interfere, is not 
appreciated; and the whole modern psychoanalytic discussion on creativity 
in analytic circles seems lost on the author. 


Graven Images: Substitutes for True Morality. By Dimrricu von 
HILDEBRAND with ALice JourpaIn. 204 pages. Cloth. David McKay. 
New York. 1957. Price $3.50. 


The authors are professors of philosophy at Fordham University. They 
here discuss the problem of ultimate values or “true morality” from the 
Catholic viewpoint. There are various substitutes for this true morality. 
These include anti-moral ideas (Nietzsche’s hedinism), and substitute 
moralities per se, which are the main subject matter of this book. The 
authors start out by defining moral values, and value-blindness in non- 
dynamic philosophical terms. In essence when they speak of “moral blind- 
ness,” they refer to moral “isolation.” (This translation into psychiatric 
terms may be useful in attempting to group the authors’ viewpoints.) Over- 
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emphasis on extra-moral values, as exemplified by Socrates, refers to a 
non-Christian reification of values such as humanism, liberalism, ete. Trad- 
ition, laws, pride, reason, honor, self-control, duty, and faithfulness are 
some of the substitutes the authors discuss at some length. The Catholic 
viewpoint is that the morally good is a basic or intrinsic good. This morally 
good is in relation to God and holiness. The morally good is abstention 
from evil acts, as well as certain positive emphases. The authors feel that 
substitute values have meaning, but should always be recognized as mere 
substitutes. This is an interesting book for non-Catholic physicians con- 
cerned with Catholic ideas of morality, conscience, and values as applied 
to their Catholic patients. 


Your Gifted Child. By FLorence N. BrumpauaH and Bernarp RosHco. 
177 pages. Cloth. Holt. New York. 1959. Price $3.75. 

Any person who believes that he is the parent of a gifted child should 
read this book. If one is fortunate enough to be, the book will present in 
clear, readable terms the pitfalls to avoid in parental attempts to make 
the child’s life happier and more meaningful. In a well-presented fashion, 
the authors tell how to recognize a gifted child, outline the parents’ respon- 
sibility to it, and tell how the child can be encouraged to make the best 
of its abilities. 


The Mentally Retarded Child. By M. L. Hurr and R. G. Gry. 318 
pages. Cloth. Allyn and Bacon. Boston. 1958. Price $4.50. 

An attempt is made by two psychologists to clarify current knowledge 
of the “development, education and guidance” of the mentally retarded 
child. The approach is sympathetic, though little new is added. Too much 
space is devoted to rehashing psychoanalytic ABC’s; too little is devoted to 
the extensive psychoanalytic literature on pseudo-mental deficiency; as a 
result, some important papers are omitted. 

Psychology of Adolescence. Fifth edition. By LueLu« Coz, Ph.D., in 
association with Irma Netson Hau, M.A. XVIII and 731 pages with 
indices. Cloth. Rinehart. New York. 1959. Price $7.00. 

The aim of this book is not only to evaluate intellectual capacities, atti- 
tudes, interests, personal relationships, and religious and moral develop- 
ments of adolescence, but at the same time to cover some important puber- 
tal changes in the body in physical, physiological and biological aspects. 
It also deals with “deviant” as well as normal patterns of growth and 
development in all areas. 

This book is written for text use in courses at both graduate and under- 
graduate level, and the fifth edition has additional chapters. It is inter- 
esting, richly informative, lucid and easily readable; it also can be widely 
used by guidance counselors, and by some parents and adolescents them- 
selves. 
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Born of American parents in Egypt, Robert Hunt’s elementary school 
education was in the United States and Cairo. He attended high school 
in Pennsylvania, was graduated from Westminster College in 1925 and re- 
ceived his M.D. from the University of Pennsylvania in 1931. After a 
general internship and a residency in psychiatry, he entered the New York 
state hospital service at Binghamton State Hospital. He then had a fellow- 
ship in psychiatry at the Institute of the Pennsylvania Hospital in Phil- 
adelphia, then returned to New York State where he studied insulin-hypo- 
glycemic treatment under Sakel at Harlem Valley State Hospital. He was 
on the staff of Rochester State Hospital when he left for military service 
in 1942. He rose to the rank of lieutenant-colonel. 

After his return from service, Dr. Hunt was assistant director of Roch- 
ester State Hospital, director of St. Lawrence State Hospital, and assistant 
commissioner of the New York State Department of Mental Hygiene, in 
which capacity he was in charge of the department’s local assistance pro- 
gram and was executive director of the interdepartmental mental health 
commission. He left state service for a short time to become director of 
community mental health service of Erie County in 1957 but returned 
later that same year to become senior director of Hudson River State Hospi- 
tal. Dr. Hunt is author or co-author of a number of scientific publications. 
His teaching career began as a high school teacher before he entered medi- 
cal school and he has since taught at the University of Rochester, at Albany 
Medical College and at Columbia. 


WILLIAM F. FRY, JR., M.D. Dr. Fry was born in Cincinnati in 1924. 
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gon for undergraduate studies and obtained his medical education at the 
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in 1949. A rotating internship was served at The Queen’s Hospital, Hono- 
lulu; and his psychiatric residency was at the Veterans Administration 
Hospital, Palo Alto, Calif. 

Dr. Fry has been clinical instructor at the University of California and 
the Langley Porter Clinic, San Francisco; at the adult psychiatric clinic, 
San Mateo; and research assistant at Stanford University. At present, he 
combines research and consultation with a private practice in Menlo Park, 
Calif. He is certified in psychiatry by the American Board of Psychiatry 
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and other professional organizations. He is the author of several scientific 
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University School of Public Health. A graduate of Syracuse University in 
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as executive director of the New York State Mental Health Commission; 
he is now with the Milbank Memorial Fund, New York City. He is also 
collaborating with Director Robert C. Hunt, M.D., of Hudson River (N.Y.) 
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and was later acting director of the research unit. He is now directing 
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M.P.H., who was principal public health physician, is now director of 
Community Mental Health Services for Monroe County, N. Y. Melvin B. 
Goodman, M.D., associate public health physician, is director of Community 
Mental Health Services for Westchester County, N. Y. Bernard M. Kramer, 
Ph.D., who was senior research scientist in social psychology, is now with 
the Massachusetts Mental Health Center. 
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In directing the survey, Dr. Gruenberg functioned as a specialist in both 
psychiatry and public health. Born in New York City, he attended schools 
in this country and England before graduating from Swarthmore College 
in 1937. He was graduated from the Johns Hopkins Medical School in 
1941, and he holds the degrees of M.P.H. and Dr.P.H. from Yale. He 
served internship and residency at St. Elizabeths Hospital, Washington, 
and Bellevue Hospital, New York City. He was in the army medical corps 
from 1941 to 1946, in various capacities from battalion medical officer to 
an assignment in medical intelligence in the surgeon general’s office. He has 
been on the faculties of Yale, Syracuse, Columbia and Harvard. He is 
a fellow of the American Psychiatric Association and a member of other 
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aging, mental health research and other aspects of public mental health. 
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undergoing psychoanalytic training at the William Alanson White Insti- 
tute. He is certified by the American Board of Psychiatry and Neurology 
and is the author of a number of scientific papers. 


JAMES M. TOOLAN, M.D. Dr. Toolan is senior psychiatrist at Bellevue 
Psychiatric Hospital, New York City and is in charge of the adolescent 
services. A graduate of Cornell Medical School, Dr. Toolan went to Bellevue 
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He is assistant clinical professor of psychiatry at the New York University 
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in 1896, he received his medical degree from Friedrich Wilhelm’s Univer- 
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of the Utica State Hospital staff, and they have a young son. Dr. Freund 
is author or co-author of a large number of scientifie publications. 

















NEWS AND COMMENT 


OFFICE FOR MENTALLY RETARDED ESTABLISHED 

An office to co-ordinate and develop all services for the mentally re- 
tarded has been established in the New York State Department of Mental 
Hygiene and has been set up in the department’s Albany office. The 
duties of the new office will include regular visits to the six state schools 
for the mentally defective; co-ordination of institutional programs and 
activities with offices of various units in the central office of the depart- 
ment; and development of new programs to improve training activities 
and encourage placing patients in the community. The new office, Com- 
missioner Paul H. Hoch, M.D., has announced, will be under the direction 
of Deputy Commissioner Arthur W. Pense, M.D., assisted by Joseph Camp, 
M.D., recently appointed deputy assistant commissioner, 
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NEW YORK STATE DEPARTMENT OFFICES MOVED 
All administrative and other central offices of the New York State De- 
partment of Mental Hygiene have been moved into new quarters with a 
single address, 240 State Street, Albany, N. Y. 
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HELEN DURHAM SARGENT, PSYCHOLOGIST, DIES AT 55 

Dr. Helen Durham Sargent, best known for the psychological test bear- 
ing her name, died in Topeka, Kansas, on December 25, 1959. It was her 
fifth-fifth birthday. Dr. Sargent was born in Flushing, N. Y. and went 
to Topeka in 1948 as chief psychologist at the Veterans Administration 
Hospital. In recent years she had been connected with a psychotherapy 
research project at the Menninger Foundation. 
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DR. YOUNG, UTICA STATE HOSPITAL HEAD, RETIRES 

Bascom B. Young, director of Utica State Hospital since 1951, retired 
October 1. He has been in state service nearly 30 years, entering the 
service by joining the staff of Harlem Valley State Hospital in 1930. After 
20 years at Harlem Valley in various capacities, he was appointed acting 
assistant commissioner of the New York State Department of Mental Hy- 
giene in 1950, leaving that post to become director of Utica State Hospital. 
Upon his retirement, Dr. Young became director of a Charleston, W. Va., 
private mental health clinic. He has been succeeded at Utica by Martin 
Lazar, M.D. 
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NAMH MARKS 50TH ANNIVERSARY 
The national mental health movement’s golden anniversary was observed 
at the ninth annual meeting of the National Association for Mental Health 
in Philadelphia in November. 
Dr. Jack R. Ewalt, director of the Joint Commission on Mental Illness 
and keynote speaker, stressed more “unorthodox and speculative” research 
into mental illness. 


AUTHOR INDEX TO 65 YEARS OF PSYCHOLOGY ANNOUNCED 

The 65-year collection of the Columbia University psychology library of 
320,000 index cards to The Psychological Index from 1894 to 1935 and to 
Psychological Abstracts from 1927 to date will be reproduced, cumulated 
into a single alphabet, in a five-volume Cumulated Author Index to be pub- 
lished in a limited edition in July 1960. The original entries from the 
two journals were pasted on index cards as they accumulated; and these 
are now being photographed for reproduction by offset printing. The 
volumes about 1,000 pages each, will be on good paper, bound in library 
buckram and priced at $265 a set, with a 5 per cent discount for prepub- 
lication orders. Inquiries should be addressed to the publishers, G. K. Hall 
& Co., 97 Oliver Street, Boston 10, Mass. 
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